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Abstract
The benefits of pediatric vision screening for very young children is not a new concept.
However, not all children receive this valuable preventative intervention, or they do not receive
an evaluation or examination to rule out or treat common visual refractive errors. This Doctor of
Nursing project sought to identify factors that impact a parent’s failure to follow up on
recommendations for further evaluation or treatment following their child’s failed vision
screening. The project utilized a phenomenological study to assess Migrant and Seasonal Head
Start parents’ perceptions about their perceptions of the need for preventative vision screening
and care. Three Migrant and Seasonal Head Start parents whose children were enrolled in the
Migrant and Seasonal Head Start program from May to June of 2019 completed a telephone
survey to assess their knowledge, attitudes, and perceptions about visual acuity, access to care,
and barriers to care. Thematic analysis was used to analyze the data from the questionnaires. The
key findings from the study were that most parents are knowledgeable about how and when to
access vision care or treatment, but parents do not understand that failure to identify and treat
visual acuity issues could negatively impact further education and health outcomes. Therefore,
more efforts are needed from healthcare providers and Migrant and Seasonal Head Start
programs to provide parent education that addresses the correlation between vision acuity and
growth and development.
Keywords: vision screening, refractive errors, Migrant and Seasonal Head Start, Head
Start, pediatric vision screening, parental perceptions, poverty, barriers, vision acuity, healthcare
utilization

v
Table of Contents
Dedication ............................................................................................................................ i
Acknowledgments............................................................................................................... ii
Abstract .............................................................................................................................. iv
List of Tables ................................................................................................................... viii
List of Figures .................................................................................................................... ix
Chapter 1: Introduction ........................................................................................................1
Migrant and Seasonal Head Start Program Characteristics ...........................................3
Migrant & Seasonal Head Start Familial Characteristics & Healthcare
Utilization ....................................................................................................3
Eligibility and Selection for Enrollment in Head Start Programs ..................................4
Eligibility .................................................................................................................4
Selection .........................................................................................................................5
Direct Services and Migrant and Seasonal Head Start Staff ..........................................5
Program Oversight .........................................................................................................6
Education .......................................................................................................................6
Transportation ................................................................................................................6
Nutrition Services ...........................................................................................................7
Health Manager ..............................................................................................................7
Social Services ...............................................................................................................8
Statement of the Problem ...............................................................................................8
Background ....................................................................................................................9
Background Factors of Visual Acuity Issues of Migrant Head Start Children............10
Factors and Significance of Visual Acuity Issues for Migrant Head Start
Children......................................................................................................10
Visual Acuity Issues and Screening Techniques for Preschool Children ..............10
Purpose of the Project ..................................................................................................12
Significance of the Problem .........................................................................................13
Effects of Visual Acuity Issues on Preschool Children .........................................13
Significance of Visual Acuity Screening for Migrant & Seasonal Head Start
Programs, Policymakers, Stakeholders, & Nursing ...................................14
Nature of the Project ....................................................................................................17
Research Question .......................................................................................................19
Hypothesis....................................................................................................................20
Theoretical Framework Described ...............................................................................21
Operational Definitions ................................................................................................23
Scope and Limitations..................................................................................................24
Chapter Summary ........................................................................................................26
Chapter 2: Literature Review .............................................................................................27

vi
Search Limitations .......................................................................................................27
Theoretical Framework’s Relation to the Problem ......................................................28
Historical Overview and Theoretical Framework........................................................29
Current and Historical Research Findings: Synthesis and Critique .............................31
Head Start’s Perspective on Preschool Visual Acuity Screening ................................31
Vision Screening of Migrant and Seasonal Head Start Children .................................32
United States’ Perspective on Vision Screening and Follow Up .................................32
Perspectives of Other Countries Related to Preschool Vision Screening ....................33
Importance of Follow Up Following Failed Visual Acuity Screening ........................34
Parental Perspectives Related to the Need for a Follow-Up Visual Examination .......35
Applying Andersen’s Behavior Model to Understanding Parental Perceptions
for Healthcare Utilization for Their Children ............................................35
Critique of the Quality, Strengths, and Weaknesses of the Findings...........................37
Practice Implications ....................................................................................................38
Chapter Summary ........................................................................................................39
Chapter 3: Methods ............................................................................................................41
Project Design ..............................................................................................................41
Instruments and Measurement Tools ...........................................................................44
Data Collection and Management ................................................................................46
Data Collection Plan ..............................................................................................46
Analysis Plan ...............................................................................................................48
Data Collection ............................................................................................................48
Data Security ................................................................................................................49
Other Data Processes ...................................................................................................49
Data Analysis of Completed Questionnaires: Qualitative and Quantitative Data .......50
Qualitative Data ...........................................................................................................50
Quantitative Data .........................................................................................................52
Methodology ................................................................................................................53
Sampling ................................................................................................................53
Methodology Feasibility and Appropriateness ............................................................54
Extraneous Costs ..........................................................................................................55
Institutional Review Board Approval and Process ......................................................55
Collaboration................................................................................................................55
Practice Setting ............................................................................................................56
Target Population .........................................................................................................57
Risks .............................................................................................................................57
Benefits ........................................................................................................................59
Timeline .......................................................................................................................59
Chapter Summary.........................................................................................................60
Chapter 4: Results ..............................................................................................................61
Discussion of the Demographics ..................................................................................62
Data Analysis ...............................................................................................................64
Qualitative Data Analysis of Each Theme ...................................................................65

vii
Theme One: Information About Child Eye Care ...................................................65
Theme Two: Knowledge About Refractive Error .................................................65
Theme Three: Barriers for Accessing Child Eye Care...........................................66
Theme Four: Practices Toward Visual Impairment Prevention and Treatment.....66
Question Guiding the Inquiry ......................................................................................67
Reliability and Validity ................................................................................................67
Chapter Summary.........................................................................................................68
Chapter 5: Discussion, Conclusion, and Recommendations ..............................................69
Limitations ...................................................................................................................69
Interpretation and Inference of the Findings ................................................................70
Implications and Analysis for Leaders .........................................................................72
Essentials of Doctoral Education for Advanced Nursing Practice ...............................73
Essential I: Scientific Underpinnings for Practice .................................................73
Essential II: Organizational and Systems Leadership for Quality Improvement
and Systems Thinking ................................................................................74
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based
Practice .......................................................................................................75
Essential IV: Information Systems and Technology and Patient Care
Technology for the Improvement and Transformation of Healthcare .......75
Essential V: Healthcare Policy for Advocacy in Healthcare .................................76
Essential VI: Interprofessional Collaboration for Improving Patient and
Population Health Outcomes .....................................................................76
Essential VII: Clinical Prevention and Population Health for Improving the
Nation’s Health ..........................................................................................77
Essential VIII: Advanced Nursing Practice ...........................................................78
Recommendations for Future Research .......................................................................78
Chapter Summary.........................................................................................................79
References ..........................................................................................................................82
Appendix A: Certifications for Completion of the Ethics Trainings and Protecting
Human Research Participants (PHRP)...................................................................92
Appendix B: Project Consent and Questionnaire .............................................................103
Appendix C: Permission to Use Parents Vision Perceptions Questionnaire (PVPQ) ......109
Appendix D: IRB Approval .............................................................................................112
Appendix E: Letter of Support .........................................................................................113
Appendix F: Doctor of Nursing Project Timeline and Tables Time Frame ....................114

viii
List of Tables
Table 1. Sociodemographic Characteristics of the Participants.........................................64
Table F1. Subject Call Log ..............................................................................................115
Table F2. Responses to Parents Vision Perceptions Questionnaire–Theme 1:
Information About Child Eye Care ......................................................................116
Table F3. Responses to Parents Vision Perceptions Questionnaire–Theme 2:
Knowledge About Poor Eyesight (Refractive Error) ............................................117
Table F4. Responses to Parents Vision Perceptions Questionnaire–Theme 3: Barriers
for Accessing ChildEye Care ...............................................................................118
Table F5. Responses to Parents Vision Perceptions Questionnaire–Theme 4: Practice
Toward Visual Impairment Prevention and Treatment .......................................119

ix
List of Figures
Figure 1. Andersen’s Behavior Model About Parents’ Perceptions of Use of
Preventative Health Services .................................................................................22
Figure 2. Conceptual Model of the Parent’s Vision Perceptions Questionnaire’s
Linkage to the Intrinsic and Extrinsic Characteristics of a Migrant and Seasonal
Head Start Parent’s Childhood Visual Healthcare and Andersen’s Behavior
Model .....................................................................................................................46
Figure 3. Braun and Clark’s Six Phases of Thematic Analysis .........................................50

1
Chapter 1: Introduction
For the last five decades, Head Start (HS) has provided child development services to
millions of children aged birth to five in the United States and surrounding territories (United
States Department of Health and Human Services [DHHS], 2019a). Head Start is a no cost,
comprehensive social service program that supports the unique cultural, ethnic, and linguistic
needs of each child and family while focusing on providing comprehensive social and
educational services to low-income children in various program options supported by an
interprofessional team (DHHS, 2019a).
Head Start is a United States social service program developed in 1965 as part of
President Lyndon B. Johnson’s War on Poverty. The War on Poverty was a multifaceted
approach aimed at attempting “to help disadvantaged groups to compensate for social or
economic inequalities” (DHHS, 2019a, para. 2). The purpose of the program is to prepare
children for kindergarten entry and to support and assist the family with goals that will support
their financial, educational, and health outcomes (DHHS, 2019a).
Kindergarten is defined “as a school or class for children usually from four to six
years old” (Merriam-Webster, 2019). Kindergarten is an early childhood educational program
offered in the United States to introduce very young children, typically in public school, to
improve their educational outcomes (Stormont et al., 2019). It provides educators the first
opportunity to assess very young children’s risks for educational deficits and offer early
intervention (Stormont et al., 2019). Kindergarten marks a pivotal and influential time in a
very young child’s life as they learn to navigate through the multitude of changes related to
routines and social interactions with others.
Migrant and Seasonal Head Start (MSHS), enacted in 1969, is a subsection of HS
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offering children of agricultural workers an opportunity to access the same preschool
educational benefits as all other low-income children aged birth to five years old (DHHS,
2018). Migrant and Seasonal Head Start is an early childhood center-based program option
that is unique to HS. MSHS programs provide services to children of parents or primary
caregivers who work in agricultural labor that may have moved from one geographic location
to another in the last two years (DHHS, 2019b). In the last report to the U.S. Congress, from
2009–2011, over 103,000 of 171,339 eligible children were served in MSHS (DHHS, 2018).
Migrant and Seasonal Head Start, as part of HS, offers comprehensive health, nutritional,
educational, and social services to all children enrolled in the program (DHHS, 2018). The aim
of MSHS is to prepare disadvantaged preschool children of farmworkers for kindergarten entry
(DHHS, 2018). MSHS is unique in that each child is supported by an interprofessional team,
including healthcare professionals that ensure children remain up to date with preventative care.
This includes sensory screenings (DHHS, n.d.-e). The United States Department of Health and
Human Services standards state that this screening must be developmentally appropriate,
consider the child’s linguistic and cultural needs, and be evidenced-based.
One of the primary screenings provided to all MSHS children is a visual acuity screening.
Visual acuity screening is a quick and inexpensive method used to rule out potential visual issues
(Paul & Sathyan, 2018). Each child enrolled in the MSHS program must have an age-appropriate
vision screening within 30 days of enrollment to determine if the child may have visual acuity
issues that may lead to potential health or developmental problems (DHHS, n.d.-f). Each MSHS
program must have a plan or process in place to address how they will support children who fail
the vision screening. All planning must involve the parent and include how the program will
support the child in the process of obtaining ongoing care or treatment (DHHS, n.d.-f).
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Migrant and Seasonal Head Start Program Characteristics
Migrant and Seasonal Head Start programs offer a center-based (CB) program option for
preschool-aged children in a typical childcare or classroom setting (DHHS, n.d.-c). Center-based
programs are also required to meet several regulations related to hours of operation, teacher
ratios, and learning environments (DHHS, n.d.-c). Center-based programs offer over 1,000 hours
per year for preschool children (DHHS, n.d.-d). Center-based options must offer at least three
and one-half hours per day of child development services during the operational year (DHH,
n.d.-d). In the CB program option, there are typically two teachers in a classroom of preschool
children (DHHS, n.d.-d). The CB options focus on teaching strategies that promote the child’s
individual developmental needs in an environment that is “well-organized…with
developmentally appropriate schedules, lesson plans, and indoor and outdoor learning
experiences that provide adequate opportunities for choice, play, exploration, and
experimentation among a variety of learning, sensory, and motor experiences” (DHHS, n.d.-d,
para. 9).
Migrant & Seasonal Head Start Familial Characteristics & Healthcare Utilization
The children enrolled in MSHS come from a variety of cultural backgrounds consisting
of several different languages, ethnicities, and cultures (DHHS, 2018). Over 170,000 children
were eligible for MSHS in the United States from 2009–2011. Most of the children, over 90,000,
are in California, and there are 23,000 children eligible for MSHS in the northeast and Midwest
regions of the United States. The remaining 57,000 are distributed around the remaining regions
of the United States (DHHS, 2018).
According to Soares et al. (2019), most of the children of migrant farmworkers are of
Hispanic origin. Due to the transient nature of agricultural work, economic challenges, and
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untreated visual acuity issues, children of migrant farmworkers are in desperate need of routine
screening or corrective lenses (Soares et al., 2019). However, many MSHS parents believe their
child is healthy and has good vision. In a recent report to the Office of Head Start, over 95% of
parents believe their child can see and do not have any visual issues (Office of Planning,
Research and Evaluation [OPRE], 2019). In relation to health, over 45% of MSHS parents
believe their child has “excellent” health, 30.6% believe their child has “very good” health, and a
little over 17% of MSHS parents feel their child’s health is “good” (OPRE, 2019, p. 340). Only
6.2% of MSHS parents consider their child to be in poor health (OPRE, 2019).
Eligibility and Selection for Enrollment in Head Start Programs
Eligibility
Family income, family size, and age of children are considered to be eligible for MSHS
programs. Like many low-income children, MSHS children live in families that are economically
challenged and are below the federal poverty guidelines. Many of the parents of eligible children
are undocumented citizens. According to Matthews (2017), one in four children under the age of
six has at least one parent who is not from the United States. Matthews (2017) added that at least
one family member in the eligible child’s household is undocumented. According to Gatewood
(2019), the average MSHS family has a total family income below 100% of the federal poverty
level. In 2017, the University of California Davis Center for Poverty Research reported that the
income for a family of four with two children under the age of 18 was approximately $24,000.
Gatewood (2019) added that over one-half of the income received by MSHS families comes
from agricultural work.
Of the families enrolled in MSHS, there are at least four family members. Approximately
84% of these families have two or more children. At least one of these children is under the age
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of six, making them eligible for MSHS services (Gatewood, 2019).
Selection
Children are selected for enrollment using a ranking system that considers factors such as
the local community needs, the child’s age, and the family income (DHHS, n.d.-b). All HS
programs assign points to each factor identified from interviewing the child’s parent(s) during
the application process. Head Start staff score and rank applications using these points. Children
with the highest ranking are offered the opportunity to enroll in the program (DHHS, n.d.-b). The
specific method of selection is part of the HS program’s policies and procedures, and HS
programs must ensure their systems consider individual community information to create the
criteria used to select children for enrollment (DHHS, n.d.-b). However, one difference in the
selection process related to MSHS programs is that this program option does not consider the
parents’ citizenship status as a prerequisite for application (DHHS, n.d.-b). Parent earnings are
used to calculate their income, which is used for selection into the program. Since the program
operates for only a few months, children may move from one HS program to another or from one
state to another over the course of the summer.
Direct Services and Migrant and Seasonal Head Start Staff
Migrant and Seasonal Head Start staff work in an integrated and collaborative manner to
ensure children and families receive high-quality, comprehensive child development services
while enrolled in the program. All staff must meet minimum qualifications for their respective
job responsibilities, complete state, local, and federal criminal history background checks, adhere
to program policies and regulations, and abide by a specific set of standards of conduct related to
the education and safety of young children (DHHS, n.d.-i). Program services staff support
program oversight, education services, transportation, nutrition services, health services, and
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social services.
Program Oversight
Each program must have a program director (PD) that oversees the program’s daily
operations. The PD must hold a bachelor’s (BA) degree in any field and have knowledge and
experience in fiscal management, supervision, and administration (DHHS, n.d.-i). The PD must
be able to effectively operate the program to maintain overall compliance with local, state, and
federal regulations (DHHS, n.d.-i).
Education
The education manager (EM) typically holds a BA in Early Childhood Education and has
early childhood teaching experience (DHHS, n.d.-i). The EM ensures that teaching staff is
implementing the research-based curriculum selected for use by the program. The EM supports
classroom staff in using developmental assessments, parent and teacher observations, and health
records to assist teachers in developing individualized learning plans. These plans include goals
and strategies that consider all the domains of learning, the parent’s desire for their child’s
learning, and guidance from the agency’s curriculum.
Classroom teachers are certified by a national early childhood credentialing agency
(DHHS, n.d.-i). Some teachers hold a bachelor’s degree in early childhood education, while
others hold additional degrees in special education or elementary education (DHHS, n.d.-i).
Teachers support children’s development through activities that increase the child’s social and
emotional, cognitive, language, and fine and gross motor skills. The activities utilized by the
teacher are included in each child’s individualized plan.
Transportation
Head Start programs provide transportation for children from their homes to the program
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or field trips (DHHS, n.d.-g). Transportation can be provided directly by the program or can be
contracted from local transportation services. These contracted services can include public or
private transportation providers. According to the Department of Health and Human Services
(n.d.-g.), MSHS programs that offer transportation must coordinate these services within and
outside the agency to ensure safety and quality. These services must also consider costs that
include maintenance and compliance with applicable local, state, and federal mandates (DHHS,
n.d.-g).
Nutrition Services
Head Start programs provide nutritious meals and snacks to children each day. Using
funding from the U.S. Department of Agriculture (USDA) staff ensures that meals meet all
children’s dietary requirements (DHHS, n.d.-g). This includes children with special healthcare
needs, religious and cultural preferences, and children with disabilities (DHHS, n.d.-g). Meals
are served family-style in a developmentally appropriate manner. All staff is required to discuss
each child’s nutritional needs with the parent to properly accommodate for any special
nutritional issues (DHHS, n.d.-g).
Health Manager
The health manager (HM) holds a bachelor’s degree in a health-related area such as
health, psychology, or nursing (DHHS, n.d.-i). The HM ensures children are up to date with their
well-child exam and receive their required sensory screenings. The HM works with local
healthcare providers to develop agreements for services that address the needs of children who
do not qualify for Medicaid. The HM also supports teaching staff to refer children for further
examination to treat suspected or diagnosed chronic conditions. In these cases, the HM obtainsan
individualized healthcare plan that directs the teaching staff about the care that must be provided
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to the child to support their individual health and educational needs.
Social Services
The social services (SS) component is overseen by a staff member holding a BA in a
social service area such as social work, child and family services, or counseling (DHHS, n.d.-i).
Much of the SS manager’s work focuses on assisting the family in setting goals to increase selfsufficiency. The SS manager works with the family to develop child and family goals that are
based on a need’s assessment completed at enrollment. The needs assessment provides the SS
with information about how to support the family in developing and attaining their goals (DHHS,
n.d.-i).
Statement of the Problem
The problem statement for this Doctor of Nursing Practice (DNP) project focuses on
parental knowledge and attitudes related to preschool vision screening as well as parental
perceptions about preventative vision care. The project required conscientious and critical
thinking about the problem and how the problem impacts evidenced-based practice. According
to Melnyk and Overholt (2015), evidence-based practice begins when clinicians are curious and
excited about questioning current practices. They are eager to use this inquiry to challenge
institutional and organizational structures or methods, create change and provide ideas that will
influence sustainable change (Melnyk & Overholt, 2015).
This DNP project assessed parental perceptions of the need for follow-up care following
failed screenings. These vision screenings may have been completed as part of the child’s wellchild exam or during a screening event conducted at the MSHS center. Some children have failed
a previous vision screening but did not receive an examination or treatment. Since the parents of
the children who are enrolled in the MSHS program may not be legal residents of the United

9
States, it can be assumed that parents do not seek care as they may not trust social service
agencies or healthcare professionals due to fear of deportation. Fortunately, HS programs do not
require American citizenship for enrollment (DHHS, n.d.-b).
Background
This project results from interviews with HS health specialists who indicated that many
parents are not following up on vision screening referrals made after failed vision screenings.
The project was chosen after conversations with HS health specialists who commented that data
entered in the agency’s data management system indicated that children who failed vision
screenings did not receive follow-up care and treatment. The HS health specialists determined
there were several factors that could contribute to the lack of follow up. These factors related to
data entry errors or parental perceptions of the need for follow up.
To address the data entry issues, the HS health specialists implemented several strategies.
First, since the data management system was newly installed in June 2018, staff were still
learning the system and how to enter data. As a result, the HS health specialists provided group
and one-on-one training on the system. By the summer of 2019, HS health specialists concluded
that staff should have a greater understanding of the use of the system, and data should
accurately reflect screening and follow up results (J. Hartfield-Turner, personal communication,
January 10, 2019).
Next, HS health specialists commented that another issue with data entry is the coding of
screening results. Since the data management tool is sent from the manufacturer with several
coding options, staff are not consistently labeling results. The labeling errors result in incorrect
reporting of data. To remedy this, HS health specialists created a “cheat sheet” that would guide
how and where to enter screening results. The cheat sheet acts as a reference for correctly
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entering data (J. Hartfield-Turner, personal communication, January 10, 2019). The HS health
specialists plan to assess data in the spring of 2020 to determine if there have been dramatic
improvements in data entry (J. Hartfield-Turner, personal communication, January 10, 2019).
Last, the HS health specialists implemented a new file review system that began in
November 2019 to review data. The file review indicated that more data had been entered with
fewer errors, but there were still a significant number of children without follow up from
screenings (T. White, personal communication, November 27, 2019). As a result, the HS health
specialists would need to follow up with staff to discuss parent understanding for the need for
follow-up treatment following failed vision screening.
Background Factors of Visual Acuity Issues of Migrant Head Start Children
Factors and Significance of Visual Acuity Issues for Migrant Head Start Children
For MSHS children, lack of follow-up treatment is influenced by their parents’
perceptions related to healthcare utilization. These perceptions are impacted by economic status,
parental fear of deportation due to illegal status, parental lack of familiarity with available
resources, and language (DHHS, 2018). Concerning ophthalmologic health, most of the children
of migrant farmworkers are of Hispanic origin. These children, typically male, have a higher rate
of visual acuity issues than their Asian, Haitian, or White counterparts at 2.6% compared to 1.5%
and 1.8%, respectively (Soares et al., 2019). Consequently, due to the transient nature of
agricultural work, economic challenges, and untreated visual acuity issues, children of migrant
farmworkers are in desperate need of routine screening and or corrective lenses (Soares et al.,
2019).
Visual Acuity Issues and Screening Techniques for Preschool Children
Amblyopia and Strabismus. Early visual acuity screening using photo screener or
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optotype charts for very young children, especially those under six years of age, assists in
identifying common visual acuity issues such as amblyopia and strabismus (Schultz et al., 2017).
Amblyopia, commonly known as lazy eye, results in a reduction in vision (Research to Prevent
Blindness, 2020). The Research to Prevent Blindness organization explained that amblyopia is
usually found in one eye and is the result of the interruption of neurological signals from the
optic nerve to the brain. Left untreated, this miscommunication of the brain and optic nerve
results in visual impairment.
Strabismus, a typical precursor to amblyopia, results in the irregular alignment of one or
both eyes, causing double vision (Research to Prevent Blindness, 2020). The Research to Prevent
Blindness organization concluded that both visual impairments are significant in very young
children, as children with these conditions may suffer from developmental, behavioral, and longterm visual impairment. However, early detection vision screening programs could reduce the
risk of vision issues such as amblyopia and strabismus through age-appropriate screening
techniques and timely referrals for follow-up examination and treatment (Schultz et al., 2017).
Paul and Sathyan (2018) added that treatment efficacy minimizes after age five, reinforcing the
benefits of early vision screening and intervention.
Photo Screening. Photo screening provides an objective vision screening that can be
used for all age groups. The process involves the use of a specialized camera that takes a picture
of the eye to detect potential vision acuity issues (Halegoua & Schwartz, 2015). The photo
screener detects refractive errors and how light reflects in the eye. The way light reflects in the
eye is useful for identifying possible refractive issues and the potential for amblyopia (Research
to Prevent Blindness, 2020). Amblyopia in very young children may cause developmental and
behavioral issues as well as significant long-term visual impairment. However, early
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identification of vision issues such as amblyopia can be easily treated with glasses (Research to
Prevent Blindness, 2020).
Optotype Charts. Optotype wall charts contain specific images or letters in which the
child identifies as the examiner points to the object. Examples of the currently recognized
optotype charts are the HOTV and LEA symbols chart. HS programs use these wall charts to
identify preschool vision disorders. Based on the findings of the screening, children will be
determined as pass or fail. These charts are designed to be developmentally appropriate for very
young children as they do not require the children to be able to read or write (Cotter et al., 2015).
Thus, reducing the probability of the child guessing the image. In addition, there are only four
images for the child to choose.
To pass the screening, a child aged 36 to 47 months must be able to properly match three
or four of the four images at the level of 20/50. Older children, 48 to 72 months, must match
three of the four images at the 20/40 level (Cotter et al., 2015). Children who fail the screening
match two or fewer symbols (Cotter et al., 2015). These children must be referred for an
ophthalmologic exam. In other instances, such as those children diagnosed with a developmental
or cognitive disability, the screening should be avoided and a referral made for an ophthalmic
exam (Cotter et al., 2015).
Purpose of the Project
The purpose of this DNP project was to discover the causative factors associated with the
utilization of preventive vision care. The project sought to explore several assumptions. First,
parents may be unaware of the need for screening or follow-up treatment. Next, parents may not
know how or where to obtain follow up care. Last, parents do not follow up with treatment
recommendations based on their own perceptions of the need for well-child care or preventative
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eye care.
This project provides insight into how lack of follow up for preventative care affects
child health outcomes and how nursing will support families in obtaining needed care. The
project findings provide sustainable strategies that will reduce healthcare costs as well as ensure
children receive treatment for issues that affect visual acuity, thereby affecting developmental
and learning outcomes. The project also provides leaders with options that can be used to ensure
children have access to care for preventive services and chronic health conditions.
Significance of the Problem
Effects of Visual Acuity Issues on Preschool Children
Amblyopia and Strabismus. Since the families who qualify for HS are considered lowincome, their children are at risk for a multitude of health and educational disparities. Gitterman
et al. (2016) commented that children who live in poverty are at risk for potential health and
developmental outcome. Thus, children born into poverty have greater risks of health and other
socioeconomic issues (Gitterman et al., 2016). Data compiled from HS programs nationally
indicated that 3% of all children enrolled in HS have a visual acuity issue. As a result, visual
issues are second only to asthma (Schultz et al., 2017).
For children ages three to five years, amblyopia and strabismus are the most prevalent
forms of visual impairments (Cotter et al., 2015). In the United States, the estimates for
amblyopia and strabismus are 2%–3.1% of all preschool children (Cotter et al., 2015). According
to Soares et al. (2019), Hispanic children, typically male, have a higher rate of visual acuity
issues than their Asian, Haitian, or White counterparts at 2.6% compared to 1.5% and 1.8%,
respectively. Consequently, children enrolled in MSHS are at high risk forvisual acuity issues
(Mema et al., 2012).
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Educational and Health Outcomes for Preschool Children. Amblyopia and strabismus
are significant factors associated with educational outcomes, as vision is a precursor for learning.
Neff and Teska (2018) commented that vision is vital to a child’s overall early childhood
development to “establish motor functions, develop balance and spatial awareness, learn the
meaning of words, and bond with their parent(s) or caregiver” (para. 5). Consequently, children
with undiagnosed or untreated visual impairments are a risk for educational deficits over time
(Neff & Teska, 2018).
For some children, visual impairments may lead to social or emotional issues that may
not be experienced by their counterparts who have normal visual acuity. Neff and Teska (2018)
surmised that “children who are visually impaired have a much higher prevalence of emotional
and behavioral issues than children with normal vision [and] will have to overcome obstacles
that their counterparts with normal vision may not encounter” (para. 5). These outcomes could be
minimized or eliminated by implementing early vision screening processes (Mema et al., 2012).
Educational and health outcomes can be dramatically improved by implementing vision
screening before kindergarten. In many countries, visual acuity screening for children under five
years old has been in place since shortly after World War II. In other countries, such as the
United States and Australia, the requirement for evidence-based vision screening has been
recommended since the early 2000s (Alexander et al., 2013; Hoeg et al., 2015; ODPHP, 2020).
Significance of Visual Acuity Screening for Migrant & Seasonal Head Start Programs,
Policymakers, Stakeholders, & Nursing
Screening Costs for Programs. Screenings are typically conducted during the physical
assessment of the well-child exam and included in the fee for services (Centers for Medicare and
Medicaid Services [CMMS], n.d.). There is no fee for screenings conducted outside of the
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healthcare provider’s office, such as in MSHS. If expenses exist, it is typically for an
ophthalmologic evaluation or corrective lenses. However, Medicaid covers both for children
(CMMS, n.d.).
For MSHS screening events, vouchers and referrals are provided for families who do not
receive Medicaid benefits, cannot afford follow-up care or treatment, or those families who are
undocumented (Vision Service Plan, 2021). The MSHS program will incur some costs to
implement in-house screening events. The primary indirect costs are associated with the time
required to train staff on the screening equipment. In many instances, the training itself is free of
charge by local or state-approved vision screening programs or equipment manufacturers.
In the United States, Research to Prevent Blindness (2020) offers vision screening
certification courses in several states. A large school and a health equipment supplier offer the
training as part of the purchase of the equipment (School Health, 2021b). Additional costs
associated with MSHS in-house screenings is the cost of the equipment. The average cost of the
optotype chart and equipment is approximately $100 (School Health, 2021a). This cost includes
all chart types and visual occluders to cover the eye not being tested. Photoscreeners are
relatively expensive, costing approximately $7,800, with equipment warranties costing an
additional $300–$1,400 (School Health, 2021b). Fortunately, MSHS programs are permitted to
allocate program funds to assist in purchasing screening equipment and medical care if the child
does not have benefits for follow-up care or treatment (DHHS, n.d.-e).
Policymakers, Stakeholders, and Parents. Migrant and Seasonal Head Start parents
who fail to access visual care for their child may be exacerbated by several factors. The Office of
Head Start (DHHS, 2018) has stated that these factors include low-income status, parental fear of
deportation due to illegal status, parental lack of familiarity with available resources, and
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language. According to Alrasheed et al. (2016), policymakers can improve visual health
outcomes for children in several ways. One way is to provide ongoing education to parents about
the signs and symptoms of visual acuity issues. This could include the development of policies
that include timelines on early visual screening and referrals for preschool children.
Another way policymakers and stakeholders can support children and families is to
eliminate barriers that prevent parents from accessing vision care for their children. One strategy
to do this includes clearly defining the term “migrant” to increase access to healthcare services
(DHHS, 2018). Currently, some federal social service programs have differing definitions of
migrant, as many migrant families do not receive all the social services for which they are
entitled to by certain agencies (DHHS, 2018). The Office of Head Start (OHS) wants to
eliminate this barrier to ensure that families receive equitable services across federal programs.
Another strategy OHS would like to implement involves collaboration between MSHS
programs and other federal agencies to share information via an electronic database (DHHS,
2018). This strategy would allow programs to track and exchange child health and education
records so that information can be shared (DHHS, 2018). This strategy is important as many
MSHS families move from one geographic location to another at various times of the year
(DHHS, 2018).
Benefits for Nursing. This DNP project will benefit nursing in many ways. Three major
ways are related to the use of developmentally appropriate (DAP) and evidence-based screening
tools, professional development, and education of parents. First, nursing can influence vision
care outcomes for preschool children by reinforcing the use of DAP and evidence-based
screening tools as they may be the first individual in the healthcare setting to assess the child’s
visual acuity. As a result, the nurse may have the ability to identify potential visual acuity issues
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early. According to Sukati et al. (2018), early identification of refractive errors could
significantly reduce the prevalence of conditions such as amblyopia or at least ensure earlier
treatment intervention.
Next, nursing can influence children’s healthy vision outcomes by increasing their own
knowledge about visual acuity issues in preschool-aged children. Through their own professional
development, nurses will be poised to provide the most current evidence-based education to
MSHS parents. Nursing knowledge and education also includes understanding parent
perceptions about vision screening results and the need for follow-up care or treatment.
Finally, Neville et al. (2015) emphasized the education of parents. They added that nurses
caring for low-income children must ascertain parental perceptions related to understanding
screening results to serve this population better. Once there is understanding about parent
perceptions and knowledge, nurses will see a decline in poor educational and health outcomes
(Neville et al., 2015).
Nature of the Project
This retrospective project was conducted using a phenomenological approach. A
retrospective study assesses information from the past and seeks to connect commonalities
within a group using data from the past (Macha & McDonough, 2012). A phenomenological
study focuses on assessing an individual’s personal meaning for a lived experience by allowing
them to describe the nature of the experience. This is accomplished through interviews.
According to the Centers for Innovation in Research and Teaching (n.d.), interviewing is
essential to phenomenological research and is the primary data source for this type of study. The
interview process involved recruiting participants who had experience with the phenomenon of
interest.
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The research consisted primarily of qualitative data. Qualitative research involves
collecting narrative data used to identify themes across the research. This type of research
provides researchers information about the subject’s perception of an experience or phenomenon
(Centers for Innovation in Research and Teaching, n.d.). Since this project sought to examine
parent perceptions about the need for preventative care and follow-up care, it was important to
analyze parent healthcare beliefs. This analysis assisted programs in developing strategic
measures that can be used to ensure children who fail vision screenings receive comprehensive
HS services. Comprehensive health services will support very young children in being prepared
for kindergarten entry at five years old. According to Brunero et al. (2015), qualitative
researchers study the perceptions of subjects by interacting with the subjects to gain first-hand
information about the problem of interest.
Qualitative research was chosen over other forms of research for many reasons. First,
other methods such as quantitative research uses only numerical data that focuses on describing
or explaining the phenomenon, whereas this project would be meant to explore how parents
perceive the phenomenon through their own experiences. The project did not seek to prove or
discredit their perceptions.
The use of other qualitative methods such as case studies was also not chosen as a
research method. Case studies seek to provide a deeper understanding of an event by analyzing
information from different resources (Sauro, 2015). This differs from the use of interviews from
primary sources to ascertain perceptions about healthcare. According to Rolfe et al. (2018),
qualitative research used in healthcare involves relationship building with the researcher and
patient, which leads to better patient engagement in the research process. Additionally, Palinkas
et al. (2015) further commented that the use of qualitative data as a methodology for research is
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“used to explore and obtain a depth of understanding as to the reasons for success or failure to
implement evidence-based practice (EBP) or to identify strategies for facilitating
implementation” (p. 533). Since the processes used in the study were meant to measure the
perceptions of parents and their viewpoints about preventative care, qualitative research is the
most appropriate.
Research Question
This DNP project began with an inquiry of HS programs related to follow-up care and
treatment rates following failed vision screening. The inquiry resulted in the intentional review
and analysis of screening data in the agency’s data management system. Additional research
involved reviewing child files to learn more about parental compliance with follow up
recommendations for children who failed vision screenings. This review was based on federal
requirements that children receive vision screens within 30 days of enrollment as part of the
child’s comprehensive assessment process.
The child file review indicated that many children who failed screenings did not receive
timely follow-up care or treatment. The lack of follow up prompted the HSs to explore the
research question, “Why are parents of MSHS children noncompliant with referrals for
examination or treatment following their child’s failed vision screening?” The question resulted
in the development of the problem, intervention, comparison, outcome, and time (PICOT)
statement. A PICOT statement seeks to find an association between an outcome and an
intervention (Hedges et al., 2014). Additionally, PICOT statements allow healthcare providers to
make clinical decisions related to evidence-based practice (Hedges et al., 2014). The PICOT
components for this project were as follows:
P (Population): Adult (18 years or older), English and Spanish-speaking, MSHS parents.
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I (Intervention): Use of Parent’s Vision Perceptions Questionnaire to assess the parental
perceptions of visual acuity screening or treatment.
C (Comparison): None.
O (Outcome): Perception of the need for preventative vision screening and care.
T (Time): May to June 2019.
Using the above information, the final stated PICOT question was “Between May and June 2019,
what are the responses to the Parent’s Vision Perceptions Questionnaire from adult, English and
Spanish-speaking MSHS parents about their perceptions about the need for vision screenings or
vision care?”
Hypothesis
This PICOT question was explored because parents of children enrolled in the MSHS
program migrate for work from different states in the United States. Some parents immigrate
from Mexico or other countries (P. Valdez, personal communication, October 24, 2019).
According to Valdez, administrator of the MSHS program for this project, many of the parents
may not be legalized U.S. citizens. In addition, recent Immigration and Customs Enforcement
(ICE) investigations in Texas resulted in the arrest of over 200 workers whose nationalization
status could not be verified (Underwood, 2019). Based on this fact, HSs concluded that lack of
follow-up might have been related to fear of deportation if they were to seek professional
medical care.
The PICOT question begins with the population in question. In this PICOT question, the
population that was studied were adult parents (18 years or older), English and Spanishspeaking of preschool children in one MSHS program located in rural Ohio. This population was
chosen because the children enrolled in the MSHS program are considered low-income and at
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risk for educational and health disparities (Gitterman et al., 2016). There was not a direct
evaluation of vision screening intervention as parental perceptions related to vision healthcare
utilization are the project’s focus. Additionally, this project did not have comparison variables.
The outcome that was studied was preventative vision care and vision care utilization
perceptions. The timeframe was at enrollment when parents were completing paperwork for
entry into the program (time).
Theoretical Framework Described
The theoretical models used in research prevent bias and promote learning. The theory
that will be used for this project is Andersen’s behavior model (ABM). Melnyk and Overholt
(2015) stated that theoretical models used in research prevent bias and promote learning.
According to ABM, parents’ perceptions on the use of preventative health services are based on
four concepts (Alexander et al., 2013). These concepts are environment, population
characteristics, health behaviors, and outcomes (see Figure 1; Alexander et al., 2013).
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Figure 1
Andersen’s Behavior Model About Parents’ Perceptions of Use of Preventative Health Services

Note. This figure demonstrates the four predisposing factors of Andersen’s behavior model and
how each factor is linked to health outcomes. From “Parents’ Decision Making and Access to
Preventive Healthcare for Young Children: Applying Andersen's Model” by K. Alexander, B.
Brijnath, and D. Mazza (2013). Health Expectations, 18(5), 1256–1269. Copyright by John
Wiley and Sons Online Library.
Andersen’s behavioral model is a widely accepted theoretical model used in the United
States and the United Kingdom to investigate healthcare utilization. The theory was developed in
1968 by American behaviorist Ronald Andersen. Andersen believed that utilization of health
services was related to three major determinants. These determinants are predisposing factors,
enabling factors, and need factors (Babitsch et al., 2012).
First, predisposing factors are those components that are unique to individuals. These
factors are generally out of the control of the individual. Predisposing factors include age, sex,
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education, and ethnicity. In some instances, predisposing factors included cultural norms,
political viewpoints, mental factors, and community make up (Babitsch et al., 2012).
Next are enabling factors. Enabling factors are those that have a significant influence on
healthcare decision making. They originate from financial and organizational factors ranging
from the ability to pay for and access healthcare to the resources and options for healthcare
(Babitsch et al., 2012). Finally, there is the needs component. With this factor, one must be able
to differentiate between their perception of their healthcare needs and those based on
professional assessments of need made by healthcare professionals. Andersen’s behavioral
model states that these needs may also be reflective of overall population health, morbidity, and
mortality (Babitsch et al., 2012).
Operational Definitions
Center based. Center based (CB) is a Head Start program option in which children
receive comprehensive early childhood service in a daycare setting (DHHS, n.d.-d).
Cheat sheet. A document used as a quick reference for data entry (J. Hartfield-Turner,
personal communication, January 10, 2019).
ChildPlus. A web-based data management system used to track and monitor health data
for Head Start programs.
Head start. Head Start (HS) is a federally funded comprehensive child development
program for low-income children age birth to five years old (DHHS, n.d.-a).
Kindergarten. “A school or educational program offered to children between the ages of
four and six years” (Merriam-Webster, 2019, para. 1).
Migrant and seasonal head start (MSHS). A Head Start program option in which
children of migrant farmworkers receive comprehensive early childhood service in a center-
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based setting. This program includes Early Head Start (EHS; children from birth to three years
old) and HS aged children (DHHS, n.d.-b).
Scope and Limitations
This DNP project assessed parental perceptions of visual acuity and the need for
preventive vision care or treatment. The project included a review of qualitative data collected
from MSHS parents using a questionnaire and de-identified quantitative demographic data. The
questionnaire was sent to MSHS parents whose children were enrolled from May to June 2019.
The data were limited to MSHS parents of preschool children aged three to five who were
enrolled in an interim managed MSHS program in the northern region of Ohio at two locations.
The parents of these children are farmworkers who migrate to the area for work.
There are several factors that may limit the study’s outcomes. One reason is due to the
closure of the centers in the Ohio area because of the recent pandemic associated with the
coronavirus (COVID-19). COVID-19 is an airborne virus spread through respiratory droplets
(Centers for Disease Control and Prevention [CDC], 2020). COVID-19 is highly contagious and
results in mild to severe respiratory symptoms such as fever, cough, and shortness of breath
(CDC, 2020). In some cases, death was reported related to individuals at high risk for mortality,
such as young children, the elderly, and those who are immunosuppressed (CDC, 2020). At the
time of this project, there were no antiviral treatments or vaccines available to treat the
symptoms of COVID-19 (CDC, 2020).
As a result of the COVID-19 pandemic, many portions of the United States implemented
social distancing. Social distancing is a strategy that focuses on maintaining a six-foot distance
between individuals to reduce the risk of spreading the virus (CDC, 2020). Since MSHS
programs serve very young children who tend to ignore cross-contamination precautions, the
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MSHS center-based services were suspended (P. Valdez, personal communication, March 20,
2020). Therefore, the project’s original methodology was changed from a face-to-face interview
with currently enrolled parents, to an electronic format that was sent to parents who enrolled
their children last program year. The details of the methods for distributing the questionnaire will
be discussed in the methodology section of the paper.
Another reason there were a limited number of subjects was the parents’ fear of
participation. Although MSHS or the participation in this study is not linked to law enforcement
or immigration status (Matthews, 2017), MSHS parents fear their participation may be associated
with ICE investigations. This fear could result in a lack of participation in the study. The
research addressed this issue by clearly explaining the study’s purpose in the consent to
participate.
Despite these limitations, small sample sizes are typical for retrospective
phenomenological studies. The Centers for Innovation in Research and Teaching (n.d.) stated
that sample sizes for this type of study could be as few as 10 or fewer subjects. The small sample
size is based on the fact retrospective phenomenological studies seek to gain a deeper
understanding of how the subject perceives a live experience rather than relying on the
researcher’s assumptions of the phenomenon (Centers for Innovation in Research and Teaching,
n.d.).
The study was time-consuming, as the use of questionnaires was the primary source of
qualitative data. The qualitative data included open-ended questions, which required the subject
to type out their responses. Consideration were taken for the time needed to have Spanish
responses translated. Additionally, qualitative data takes enormous amounts of time to analyze
and interpret (Centers for Innovation in Research and Teaching, n.d.).
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Chapter Summary
Migrant and Seasonal Head Start is a comprehensive social services program providing
comprehensive early childhood services to low-income families throughout the United States.
The MSHS program utilizes an interdisciplinary team to ensure children and families receive a
variety of services that prepare the child for kindergarten entry. One service is vision screening.
Vision screening is a rapid assessment of visual acuity using evidence-based tools to rule
out potential refractive vision issues. The issues, left untreated, can lead to a host of
developmental and health issues. For MSHS children, these health or developmental issues are
compounded because they live in poverty.
This project is designed to understand the perceptions of MSHS parents about vision
healthcare utilization. The problem of interest was explored by focusing on its significance,
background information, and research methodology. This project is intended to support current
evidence-based practice by increasing awareness about the problem of interest’s (POI) effect on
health and learning outcomes of very young children.

27
Chapter 2: Literature Review
This chapter explains the literature review that was used to guide the Doctor of Nursing
Practice (DNP) project. This chapter is a critical component for the project’s basis and will
provide scientific evidence to support the project’s implementation. This literature review is a
description of the exhaustive review of research relevant to the problem identified in the project
that focused on parent perceptions of vision follow up or care for their child.
Search Limitations
Most of the documents in this literature review were published within the last five to
seven years. In some cases, literature from more than seven years was used as the research, and
the information has not changed and remains relevant to the project’s content. The documents for
the review were from published, scholarly works obtained primarily from web-based databases.
The initial literature search focused on preschool vision screening procedures for children three
to five years old. The first search began with a general keyword search for vision screening in
young children using the research database through the Abilene Christian University (ACU)
online library.
The first search revealed over 34,000 resources for the topic, which included books and
magazines. The search included only academic, peer-reviewed articles. This search yielded
articles from the United States and abroad.
A second search was conducted, adding vision screening on migrant and seasonal head
start children. This search yielded over 226 items. There were still multiple articles from other
countries. However, other articles related to HS focused solely on health services for HS
children, in general.
A third and final search using the keywords parents’ perceptions of follow up after failed
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vision screening generated over 3,000 documents. There were multiple articles related to parent
perceptions of needed follow up. However, there were various health topics provided in addition
to vision, such as language development, weight, and developmental delays.
Theoretical Framework’s Relation to the Problem
Andersen’s behavioral model (ABM) was chosen as the foundational theory for this
project for several reasons. One reason for using ABM is that ABM provides foundational
support to the study’s assumption about the connection with healthcare perception. It further
expounds on the reasons individuals access or obtain healthcare. In addition, it provides
information about an individual’s perception of the need for preventative care (Babitsch et al.,
2012).
Another reason ABM was used for this project is that the theory provides insight into
variables associated with healthcare decision-making. Andersen’s behavioral model allows
researchers to identify and analyze specific variables that dominate healthcare decision-makingto
draw conclusions. In a study about the utilization of long-term care services for geriatric clients,
Bradley et al. (2002) used ABM to examine ethnicity and long-term care utilization. Bradley et
al. concluded that cultural norms, as well as personal viewpoints, were directly linked to the
decision to admit a loved one into long-term care.
In another study by the Centers for Disease Control and Prevention (CDC; 1997), ABM
was used to assess parental perceptions about healthcare utilization for their child’s health. The
study explained that over four million children in the United States do not have access to
preventative healthcare (CDC, 1997). The study added that of these children, one-third of their
parents reported their child did not need preventative care (CDC, 1997). The study indicated that
the enabling factor that contributed to poor healthcare utilization was the lack of healthcare
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benefits (CDC, 1997). The study concluded that ABM is a theory that can be used to identify
sociodemographic factors that influence an individual’s access to healthcare (CDC, 1997).
Additionally, ABM provides stakeholders with information that can be useful in the development
of healthcare policies and practices relevant to young children (CDC, 1997).
Historical Overview and Theoretical Framework
There are many theoretical approaches to analyzing perceptions related to compliance
with healthcare recommendations and healthcare utilization. Andersen’s behavior model (ABM)
details how socioeconomic dynamics shape patient perceptions about healthcare utilization. For
over 40 years, ABM has been used by multiple health and medical researchers in the United
States and abroad to measure healthcare utilization.
Kim and Lee (2016) utilized ABM to study the healthcare utilization of Koreans. The
study sought to explore the causative factors related to inpatient and outpatient healthcare
utilization. The study results included that need factors, educational level, and previous
experiences with healthcare providers significantly affected accessing care (Kim & Lee, 2016).
Kim and Lee (2016) concluded that this would mean that policymakers would need to consider
in developing healthcare policies.
Babitsch et al. (2012) conducted a systematic review of research utilizing ABM. Sixteen
articles were included in this study. Of these articles, over 80% (n = 13) included both men and
women. Two studies included women only from Latin America, and one study was completed
using African American males (Babitsch et al., 2012). The review concluded that ABM
continues to be a widely used model to assess healthcare utilization (Babitsch et al., 2012). The
review also added that ABM had been applied to a wide array of medical conditions and
healthcare organizations (Babitsch et al., 2012). As a result, their findings indicated that ABM is
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a well-established theoretical framework for identifying factors that influence healthcare
utilization (Babitsch et al., 2012).
For this DNP project, ABM was chosen because this model examines intrinsic and
extrinsic factors that significantly influence healthcare utilization (Kim & Lee, 2016). Since
children enrolled in MSHS tend to lack follow-up care after being notified their child failed a
vision screening, the model is befitting for exploring causative factors. From conversations with
HS staff, it was assumed that who conducts the screenings would influence whether the child
receives follow up. Staff commented that they expected parents to follow their child’s healthcare
provider’s recommendation for follow-up when screenings were conducted during the well-child
exam (J. Hartfield-Turner, personal communication, February 10, 2019). Staff assumed that the
healthcare provider’s recommendation would surpass the staff’s suggestions for follow-up when
the child failed an onsite screening (J. Hartfield-Turner, personal communication, February 10,
2019).
According to the model, access to care is based on three primary factors: predisposing
factors, enabling factors, and need (Babitsch et al., 2012). Predisposing factors are demographic
features such as age, gender, cultural norms, and ethnicity (Babitsch et al., 2012). Enabling
factors are those factors that allow individuals to pay for healthcare such as income status or
healthcare benefits (Babitsch et al., 2012). Need factors are those intrinsic or extrinsic influences
that cause a patient to seek out healthcare, whether on their own or as a result of a
recommendation by a healthcare professional (Babitsch et al., 2012). Andersen’s behavioral
model emphasizes how one or more of these factors converge to influence whether parents
access follow-up care after their child fails a health screening.

31
Current and Historical Research Findings: Synthesis and Critique
The literature review for this project cross-references research from the past and present.
The literature review includes a review of the information associated with data from the United
States and abroad. This information focuses on various perspectives on the need for vision
screening and what is recommended nationally, internationally, and globally for preventative
care and follow-up.
Head Start’s Perspective on Preschool Visual Acuity Screening
In the health services component of the MSHS program, children must receive vision
screening within 30 days of enrollment. Vision screenings are completed as part of the well-child
exam or by local HS staff (DHHS, n.d.-e). These screenings provide a quick method for
determining if a child has a potential visual acuity issue that would warrant a referral for further
examination (Cotter et al., 2015). Some referrals reveal a true ocular disorder in which corrective
lenses are required (Hall, 2016).
Two common visual acuity issues seen in very young children are amblyopia and
strabismus. Amblyopia, also known as lazy eye, is a miscommunication between the brain and
the optic nerve. It is most common in one eye (Research to Prevent Blindness, 2020). Amblyopia
is also one of the most common causes of monocular blindness (Kemper et al., 2014).
Strabismus, a precursor to amblyopia, is a misalignment of the eyes. One or both eyes may point
in different directions causing double vision (Research to Prevent Blindness, 2020).
To accurately screen for amblyopia, evidence-based vision screening tools must be used.
For very young children, optotype charts such as the LEA and HOTV symbols are the most
appropriated tools. According to Paul and Sathyan (2018), these tools have been clinically
proven to be the easiest, most cost-effective, and age-appropriate tools for successfully screening
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preschool aged children.
Vision Screening of Migrant and Seasonal Head Start Children
Since MSHS children meet the federal income poverty guidelines, and their families
migrate to different regions of the country at various times of the year, MSHS children are at risk
for a multitude of health and educational issues. Data compiled from HS programs nationally
indicated that 3% of all children enrolled in HS have a visual acuity issue (Schultz et al., 2017).
Consequently, visual issues are second only to asthma (Schultz et al., 2017).
For MSHS children, these issues may be exacerbated by several additional factors that
are influenced by their parent’s perceptions related to healthcare utilization and obtaining followup care. These barriers include low-income status, parental fear of deportation due to illegal
status, parental lack of familiarity with available resources, and language (DHHS, 2018). For this
reason, HS requires all children to be screened for a visual acuity issue within 30 days of
enrolling in the program (DHHS, n.d.-e.).
United States’ Perspective on Vision Screening and Follow Up
In the United States, the Healthy People 2020 initiative has included national goals for
addressing pediatric vision screening. By the year 2020, the objective for vision screening is to
increase the number of preschool children under five years old who receive vision screening
(Office of Disease Prevention and Health Promotion [ODPHP], 2020). This objective is based on
data from the National Health Interview Survey (NHIS) in 2008, which indicated that only
40.1% of children aged six months to five years received vision screening. The goal is to
increase this number to 44.1% by the year 2020 (ODPHP, 2020). In 2016, the number of children
screened increased to 47.1%, and in 2017, this number rose to 50% (DHHS, 2019a).
In 2019, the United States Preventive Services Task Force presented a recommendation
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statement that was used to guide the Healthy People 2020 vision objective for young children.
The task force stated vision screening, beginning at three years old, can detect visual acuity
issues that can be treated early and eliminate visual loss. The task force also recommends that
these screenings can be conducted at least once between the ages of three and five using
evidence-based tools such a photo screening.
Perspectives of Other Countries Related to Preschool Vision Screening
The need for preschool screening is not a new discovery. In a cross-sectional study
published in 2015, Danish researchers recruited over 3,000 subjects aged 20–89 years to
determine the prevalence of amblyopia after the implementation of Denmark’s national
preschool vision screening program (Hoeg et al., 2015). The program was implemented after
World War II (WWII) when the Danish Ministry of Education described the importance of
physician’s screening of children at age four due to the high rate of reversibility of amblyopia in
preschool children (Hoeg et al., 2015). Later, in 1975, the Danish National Health Service made
vision screening a requirement for all children beginning at age three. As a result, approximately
95% of all Danish children receive a vision screening during the physical exam (Hoeg et al.,
2015).
In Australia, the government added a new component to their healthcare system to
include preventative care for very young children. The new primary healthcare policy enacted in
2008, Healthy Kids Check, includes preventative measures such as vision screenings for children
(Alexander et al., 2013). In this policy, pediatricians, general practice nurses, or Aboriginal
health workers conduct preventative screenings as part of the physical assessment, and parents
receive a tax benefit or child-care subsidy if they complete all the screenings with immunizations
(Alexander et al., 2013). With this new policy, parents have become more observant of any

34
signs, symptoms, or family history that might indicate a possible visual acuity issue for their
child (Alexander et al., 2013).
In the Sudan, a country of over 35 million inhabitants, approximately 85% live in rural or
suburban areas, and a little less than 15% are nomadic or displaced due to civil unrest (Alrasheed
et al., 2016). In 2009, it was estimated that two-thirds of the Sudan’s inhabitants live below the
poverty guidelines (Alrasheed et al., 2016). Alrasheed et al. (2016) commented that “visual
impairment driveschildren and adults further into poverty by limiting their opportunities for
education and employment and can seriously affect their quality of life and productivity” (p. 1).
In a cross-sectional descriptive study in Swaziland, researchers found that of the number
of children with blindness worldwide, 18% of them live in Africa (Sukati et al., 2018). Sukati et
al. commented that poverty, lack of knowledge of parents about visual acuity, and the poor
health systems that do not promote eye health and prevention were three major issues related to
childhood blindness. As a result, Sukati et al. (2018) recommended that parental education about
visual acuity issues and the benefits of early detection screening be included in policy
development and services planning.
Importance of Follow Up Following Failed Visual Acuity Screening
For MSHS children, follow-up treatment recommendations following failed vision
screening is pivotal to a child’s overall development. A failed vision screening could indicate a
potential visual acuity issue that requires a referral for further ophthalmic examination. In MSHS
programs, staff must implement referral procedures to ensure the child receives the necessary
diagnostic testing or evaluation and treatment (DHHS, n.d.-e).
Visual acuity issues left untreated could lead to developmental, behavioral, and long-term
visual impairment (Research to Prevent Blindness, 2020). Neff and Teska (2018) commented
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that children with untreated visual impairments are at risk for educational deficits and social or
emotional issues. They continued that children with visual acuity issues “will have to overcome
obstacles that their counterparts with normal vision may not encounter” (Neff & Teska, 2018,
para. 5).
Parental Perspectives Related to the Need for a Follow-Up Visual Examination
In some cases, parents fail to take their child for an ophthalmic exam or obtain needed
treatment. According to J. Hartfield-Turner (personal communication, February 10, 2019), HS
for the MSHS program commented that MSHS parents do not comply with preventative care
recommendations for a variety of reasons that are attributed to poor healthcare utilization. The
reasons are related to language, lack of understanding about the need for follow up, and fear of
deportation.
Donaldson et al. (2018) identified similar factors and added to the list ethnicity, parental
age, income, and educational level. Donaldson et al. reported that most of the parents in their
study stated they did not have any barriers preventing them from getting follow-up care for their
child. However, only 12% of parents stated they did not know where to get follow-up care, and
another 12% stated they did not feel their child needed corrective lenses. As a result, they did not
obtain an eye exam or treatment for their child (Donaldson et al., 2018).
Applying Andersen’s Behavior Model to Understanding Parental Perceptions for Healthcare
Utilization for Their Children
There were several articles that utilized Andersen’s behavior model. Andersen’s
behavioral model is widely used in healthcare studies as it considers many factors that influence
healthcare decision-making (Alexander et al., 2013). Seid et al. (2004) stated that healthcare
utilization for parents with children having special health issues is complicated by a multitude of
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factors. These factors may be real or perceived and significantly impact adherence to
recommendations for treatment.
In a descriptive comparative study conducted in the United States, 341 middle school
students were screened by their school nurse (Neville et al., 2015). Eighty-seven of the screened
students failed the screening (Neville et al., 2015). The study aimed to measure the timeframe
between failed screening and follow up. Neville et al. (2015) commented that the length of time
between failed screening and follow-up examination was closely associated with a lack of
understanding about visual acuity and financial issues associated with paying for services.
Additionally, the researchers added that Hispanic immigrant parents communicated that cultural
norms precluded follow up.
In their research, Alexander et al. (2013) interviewed parents of young children (N = 28)
and commented that perceived needs significantly impacted health behaviors in 25% of the
interviewees. The interviewees were compliant with preventative healthcare recommendations
until the first year, but became noncompliant thereafter due to the number of required visits
(Alexander et al., 2013). Alexander et al. (2013) added having more than one child or older
children further impacted noncompliance with preventative care as they would have to use
multiple providers.
Seid et al. (2004) added that healthcare utilization was strongly linked to parental lack of
knowledge related to the cause of visual acuity issues. Over one-half (53%) of the parents
surveyed (n = 47) commented they believed their child’s vision issues were related to poor
nutrition and they felt they could treat their child’s vision problems with proper food.
Additionally, Sukati et al. (2018) commented that 97 out of 173, or over half of the parents who
participated in their survey, indicated they had no knowledge about childhood ocular health.
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Critique of the Quality, Strengths, and Weaknesses of the Findings
The quality of the findings for this literature review involved the use of the American
Association of Critical-Care Nurses (AACN) level of the evidence-labeling system. The AACN
developed this system to rank and appraise research that can be used in clinical practice (Armola
et al., 2009). From this system, it was determined that the studies in this literature review
consisted of primarily qualitative studies, correlational or descriptive studies, systemic reviews,
peer-reviewed standards of care, or theoretical evidence.
There were many strengths identified in the research. The first strength is the studies
realistic sample size of subjects to ensure reliable and valid results. For example, two of the
ABM studies utilized sampling software or formulas to determine the most appropriate sample
size (Alrasheed et al., 2016; Neville et al., 2015). Another article provided statistical analysis for
how sample sizes were chosen as well as how they ensured the final sample size (Kim & Lee,
2016).
Next, the studies focused on ABM considered the various factors that influenced
healthcare perceptions (Kim & Lee, 2016). The studies focused on the common factors
associated with healthcare utilization and how health outcomes are influenced. Researchers
provided both quantitative and qualitative data from respondents to measure perceptions of the
need for healthcare utilization.
Finally, the researchers considered the barriers that could influence the parent’s ability to
answer the questions. They ensured that research questionnaires were translated from English to
the second language of those being surveyed (Alrasheed et al., 2016). Additionally, in one
article, ophthalmology professionals and a focus group reviewed the parent survey before
translation and distribution to parents (Alrasheed et al., 2016).
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There were some study weaknesses in this literature review. In one MSHS study, data
included only farmworkers in specific states. For example, the majority of MSHS children who
are eligible for the program reside in California (DHHS, 2018). However, another study was
conducted in Georgia in which less than 10% of eligible children reside (DHHS, 2018).
Another weakness in the literature review studies is the limited number of articles related
to MSHS children. Despite multiple attempts to search by keywords, there were limited numbers
of articles focused on vision screening of migrant children in HS. Although there are many
articles related to migrant farmworkers, as well as articles related to MSHS child health, there is
limited research about the vision health of MSHS children.
Practice Implications
There are several practice implications for assessing and addressing parental perceptions
of healthcare utilization following their child’s failed vision screening. These implications focus
on understanding the parent’s preschool vision screening procedures. First, interprofessional
teams need to collaborate on methods for reducing healthcare disparities so MSHS families have
access to healthcare services. The Office of Head Start (DHHS, 2018) recommends clarity in
defining the term “migrant.” By doing so, MSHS families should be able to access health and
social services across federal programs without fear of deportation.
Next, resources would need to be brought to migrant farmworkers to ensure children
receive necessary treatment following a failed screening. Currently, MSHS can use program
funds to pay for services (DHHS, n.d.-e). However, other resources will be needed to fund care
to ensure that grant funds are properly allotted for children with any health condition.
Finally, education for parents is necessary to ensure the parents are aware of the need for
visual screening and examination. Parents will also need to be provided with information about
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how to recognize visual acuity issues and how and where to access care. Once care options are
identified, parents will need to be reminded about the importance of maintaining their child’s
ocular health (Seid et al., 2004). Neville et al. (2015) added that education provided during
school health events or parent-teacher conferences ensures that barriers that influence access to
care can be identified and resources can be provided.
Chapter Summary
The first part of this literature review described the process used to search a web-based
data engine to find evidence-based research for a problem of interest. A detailed historical
overview with current and historical research and information was provided to offer insight
about the problem of interest. For the second part of this literature review, a review of various
levels of research was explained. This literature review involved the use of the AACN’s level of
evidence rating scale. The evidence reviewed included both experimental evidence and
recommendations for practice. The literature review concluded with a description of how the
findings in the research could impact current practice.
Vision acuity screening is not a new process. For over 70 years, healthcare providers
around the world have known about the benefits of early vision screening. However, it has taken
decades to make these screenings part of routine preventative care for very young children. As a
result, many parents may not understand how to recognize visual acuity issues in their children.
Parent recognition or perceptions of the need for preventative vision screens and follow-up care
are significantly impacted by multiple factors. These factors are related to intrinsic and extrinsic
factors associated with healthcare utilization. Several researchers explained these factors using
ABM. Andersen’s behavioral model, a widely used theoretical model, allows health and medical
researchers to correlate behavioral factors with follow-up care. Various studies have used this
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model to isolate common barriers faced by parents in relation to their child’s vision care.
Although the studies provide multiple viewpoints, most researchers concluded that parent
education about the need for follow-up care is critical to a child’s overall visual and
developmental health.
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Chapter 3: Methods
This chapter explains the methods used to design and implement the DNP capstone
project. The project focused on the problem of interest related to parental knowledge, attitudes,
and beliefs related to accessing vision care of preschool children enrolled in interim managed
MSHS programs. This section includes details about the sequence of events outlining the project
with supporting rationales for the project’s methodology and data analysis procedures. The
project’s purpose was to assess the knowledge, attitudes, and beliefs of MSHS parents of
preschool children related to accessing vision care. The project aimed to identify the causative
factors that prohibit parents from obtaining vision screening for their children or following
preventative or treatment recommendations from their child’s healthcare provider. Additionally,
the project was designed to assist MSHS staff in developing follow-up plans to ensure children
are screened in a timely manner and receive needed care if they fail a vision screening.
Project Design
This project design involved using a retrospective, phenomenological approach using
qualitative and quantitative analyses and a questionnaire. Another research team in the Sudan
developed the questionnaire. The parent questionnaires were offered in both English and
Spanish, as many of the families enrolled in the program are monolingual Spanish speaking (P.
Valdez, personal communication, October 24, 2019). Recruitment of parents occurred by
sending a link via email or text message to parents of children who were previously enrolled
from April to June 2019. The link contained a short introduction with the consent to participate
should they agree.
This introduction and consent included the study’s purpose, the participant’s role in the
study, and the risks and benefits. If parents agreed to participate, they were directed to another
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link containing the actual questionnaire in either English or Spanish. The questionnaire and
consent form were provided to parents in both English and Spanish. This format was chosen
because it ensured the most accurate reflection of the study participants. According to P. Valdez,
site manager for the agency, the agency ensures that all communication to parents is in English
and Spanish as many parents are monolingual English or Spanish speaking (personal
communication, October 24, 2019). According to Tsang et al. (2017), research materials should
be in the language of the subjects who participate in research studies to ensure understanding of
the information being asked or provided. A female bilingual translator employed by another
MSHS translated the consent and questionnaire into Spanish and translated responses from the
Spanish questionnaires to English.
The female translator, Connie Zaragoza, is an MSHS program director who has over 10
years’ experience working with MSHS families. She was vetted by her MSHS agency, and she
met her agency’s criteria for Spanish interpretation. Ms. Zaragoza is the program director in an
MSHS program in the northwest region of the United States (C. Zaragoza, personal
communication, March 4, 2020). Ms. Zaragoza’s program is funded to serve 76 MSHS families
at one site in rural Washington.
As part of her responsibilities to oversee the MSHS program, Ms. Zaragoza is responsible
for translating or interpreting documents that are disseminated to parents and the community (C.
Zaragoza, personal communication, March 4, 2020). She is also responsible for interpreting
English or Spanish for staff and parents as she is a native Spanish speaker and is fluent in both
English and Spanish.
Ms. Zaragoza can speak, read, write, and understand both languages, so she was
responsible for translating, proofreading, and editing all communications to staff, parents, and
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the community prior to public distribution (C. Zaragoza, personal communication, March 4,
2020). Since the surveys for this study could be completed in Spanish, Ms. Zaragoza would also
translate the responses to the questions from Spanish to English. Her translation of the text was
to be entered onto an Excel spreadsheet that would be used to analyze the qualitative data.
An electronic version of the questionnaire was created by the study site’s data and
evaluation manager using the approved bilingual version of the paper copy of the study question.
The data and evaluation manager holds a Master’s degree in Information Science and was
recruited and hired by the agency to collect, sort, and analyze national data (S. Breen, personal
communication, March 19, 2020). They have worked for the study site agency for one year (S.
Breen, personal communication, March 19, 2020).
Prior to her employment at the study agency, Ms. Breen, the data and evaluation
manager, had over 10 years of experience working with metadata, custom data analysis, and
research (S. Breen, personal communication, March 19, 2020). The data and evaluation manager
led, supported, and managed national and international teams to collect, analyze, and evaluate
data for over 10 years for organizations in the United States and China (S. Breen, personal
communication, March 19, 2020).
As part of their involvement in this study, the translator and data and evaluation manager
were keenly aware of the importance of ethical research. Both individuals signed strict
confidentiality statements for their employers (S. Breen and C. Zaragoza, personal
communications, March 19, 2020). Both persons were knowledgeable about the state and federal
regulations and the professional standards regarding research with human participants. They both
understood that the research for this study was conducted in accordance with the requirements of
the institutional review board (IRB). Additionally, both completed the Protecting Human
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Research Participants (PHRP) training and the ethics core training provided by my doctoral
studies online portal for research training (see Appendix A).
Instruments and Measurement Tools
The instrument used for this project was based on a predesigned focus group discussion
used in a similar study in the Sudan. The study instrument, Parent’s Vision Perceptions
Questionnaire (PVPQ), is an 18-item questionnaire that asks parents open-ended questions about
their perceptions of eye care information, preventative care, and follow up for possible vision
acuity issues (see Appendix B). It took approximately 10 to 15 minutes to answer the questions.
The questions assess parental knowledge, attitudes, and practices associated with barriers to
healthcare utilization related to their child’s visual health (Alrasheed et al., 2016).
The PVPQ was modified slightly to create the questionnaire to be used for this study.
Permission to make modifications to fit this study was granted by the original author of the
questionnaire (see Appendix C). There were only two modifications made to the PVPQ for this
study. This included adding the study demographics options such as parental age, gender,
education level, and ethnicity. This is data usually used in ABM to analyze perceptions
(Alexander et al., 2013). The other modification was changing references made to the country of
Sudan to MSHS and the United States.
I did not create a tool for the study for many reasons. These reasons were related to the
time limitations for this DNP project and the previous validity and rigor of the PVPQ.
Additionally, the PVPQ correlated with ABM.
In relation to time, a new tool was not created due to the short timeframe in which the
DNP project was to be completed. Since the DNP project is limited to approximately 18 months
from beginning to completion, there was limited time to create, test, and implement a new tool.
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In this time, multiple time-consuming activities took place before research could begin. The first
three to six months were spent developing the problem of interest and developing the PICOT
question. The later months of the first year were spent completing project tasks such as obtaining
a project chair, finalizing drafts, and completing ethics and IRB tasks. As a result, these factors
prohibited creating a new tool.
Another reason the PVPQ was selected was the evidence of the researchers’ methods to
validate their tool. The first method included having an array of eye care professionals (i.e.,
optometrists and ophthalmologists) review the questions prior to using focus groups to analyze
the questions before distribution to study subjects (Alrasheed et al., 2016). The next method for
validation was the translation of the PVPQ into other languages. For non-English speaking
parents, the tool was translated into other home languages of the respective parents recruited for
the survey (Alrasheed et al., 2016). The last validation method used by Alrasheed et al. (2016)
included using Microsoft Excel software to aggregate and analyze qualitative data using thematic
analysis thoroughly. Quantitative data were analyzed using the Statistical Package for the Social
Sciences (SPSS), version 22. Responses were coded using descriptive statistics and analyzed
using percentages of responses to each question (Alrasheed et al., 2016).
Another reason the PVPQ was chosen is that the questions utilized by Alrasheed et al.’s
(2016) study consider factors based on ABM. This model is widely used to ascertain perceptions
about access and use of healthcare, and it considers many factors that influence healthcare
decision-making (Alexander et al., 2013). Conceptually, the PVPQ included the factors
associated with ABM that considers the environment, healthcare behaviors, and outcomes and
would allow me to assess the healthcare utilization perceptions of MSHS parents (see Figure 2).
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Figure 2
Conceptual Model of the Parent’s Vision Perceptions Questionnaire’s Linkage to the Intrinsic
and Extrinsic Characteristics of a Migrant and Seasonal Head Start Parent’s Childhood Visual
Healthcare and Andersen’s Behavior Model
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Note. This figure demonstrates the predisposing factors of childhood vision careutilization of
children of Migrant and Seasonal Head Start parents.
Since the DNP project focused on parental perceptions, the PVPQ was the best option for
this DNP project. However, prior to implementing the PVPQ, I obtained input fromthe project
chairperson on use and implementation. Later, I obtained consent (see Appendix C) via email to
utilize the tool for this DNP project.
Data Collection and Management
Data Collection Plan
Training of the Translator and Data and Evaluation Manager. In March and April
2020, the translator and data and evaluation manager were provided training about the study by
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me. This training ensured they understood their role in collecting or translating data as they
would have contact with the subjects and assist with collecting or translating responses.
This timeframe was chosen because both staff members are working remotely and have
flexibility in their work schedules. It is also approximately one month prior to the beginning of
the timeframe in which the data were collected and would allow time for me to followup with
both individuals to ensure understanding of the project and collect research data.
The training involved conference calls and video conferencing for me to explain the
project, the project’s purpose, the survey tool, how the tool is to be completed, the consent
document, and how to ensure confidentiality of subjects. Emphasis was placed on how the use of
an electronic questionnaire to reduce risks in confidentiality. Additionally, the translator and data
and evaluation manager were trained on how I would collect and store completed questionnaires
to be evaluated and analyzed by me. The translator was trained on how to properly enter data
onto a spreadsheet for the translated replies from parents. The translator would complete the
Spanish to English translation from the completed parent questionnaire with the English
translation under the parent’s response in Spanish.
However, there were no monolingual Spanish-speaking participants in this study. A video
conference call was held the week prior to the initial distribution of the consent and
questionnaire. This call served as a brief overview of the training held in May and April 2020 so
the translator and data and evaluation manager could be abreast of when questionnaires may be
received. Additionally, this call was utilized to answer questions and provide feedback to these
individuals.
Consent and Parent Completion of the Questionnaire. In the electronic link, parents
received the consent to participate (see Appendix B). They were to reply to the link to
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participate. If they agreed, they would be sent to another link to begin the questionnaire. If they
declined participation, they would not continue to the questionnaire. The consent emphasized
there would be no repercussions should they elect not to participate. Once consent was obtained,
parents would be given the option to complete the questionnaire in either English or Spanish, per
their own choice.
Management of the Data. Prior to completing the research questionnaire, parents were
provided informed consent. The consent included an informational document that would explain
the study, the purpose of the study, and how the information would be used and disseminated.
Research information would remain confidential, and only relevant information was used.
Subjects were referred to by gender, age, and ethnicity to ensure anonymity.
At the conclusion of the study, the study’s information was collected and secured
electronically in a database maintained by the university where the author’s doctoral studies were
done. The data are owned by the university and is available for review upon request. However,
the data will be stored as doctoral student research data by the university’s information
technology department for the minimum required time specified by the university’s IRB
guidelines.
Analysis Plan
Data Collection
The questionnaire was offered as an electronic questionnaire in both English and Spanish.
The electronic questionnaire was chosen as the recent COVID-19 pandemic had resulted in the
closure of the Ohio sites, with reopening for the summer months being highly unlikely (P.
Valdez, personal communication, March 20, 2020). The questionnaires were to be completed
online and sent directly to me via email. Unfortunately, no parent responded to the electronic
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questionnaire, and the data collection was changed to phone interviews. The data and evaluation
manager and the translator conducted these interviews. The documentation of the calls was
placed in an Excel spreadsheet as previously discussed.
Data Security
The questionnaire responses were maintained in an electronic folder and stored on a
laptop computer that is password protected. No personal identifying information was stored from
participants. The data were maintained in this manner to be archived following Abilene Christian
University’s (ACU) data storage procedures and policies. I was the only person with access to
the computer password.
Other Data Processes
As with any research study, the possibility of missing data was inevitable. Several
techniques were implemented to reduce the risk of missing data. The techniques focused on the
demographics of the participants and the use of data analysis software. Each of these actions was
vital to reducing or eliminating missing data or data error (Kang, 2013).
The study was limited to a set number of families enrolled in two sites, who possess a set
of specific characteristics. For this study, demographics were limited to adults aged 18 and older.
These adults spoke English or Spanish. Additionally, the study was limited to only parents
enrolled in two MSHS sites. Kang (2013) stated that limiting the study to a specific group allows
for collecting only the necessary study information.
The data analysis methods included the use of computer software, IntellectusStatistics,
which considers missing data in data analysis (IntellectusStatistics, 2020). This data analysis
system utilized statistical formulas to aggregate and quantify research data. According to
IntellectusStatistics (2020), the program can easily determine trends in missing data and identify
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invalid results.
Data Analysis of Completed Questionnaires: Qualitative and Quantitative Data
Qualitative Data
The questionnaires were analyzed to determine causative factors associated with parental
vision care utilization. The qualitative data analysis focused on transcribing the results from the
questionnaires to summarize common trends related to parent perceptions about obtaining
preventative care or treatment following referrals. The process involved using a theoretical
thematic analysis using Braun and Clark’s (as cited in Maguire & Delahunt, 2017) six phases for
thematic analysis. Figure 3 represents the project implementer’s view of this model as it relates
to this project. This thematic analysis process allowed me to review qualitative data to determine
similarities in responses (De Chesnay, 2015). Additionally, thematic analysis allowed the me to
summarize qualitative data and use the summary results to gain insight into the problem of
interest (Maguire & Delahunt, 2017).
Figure 3
Braun and Clark’s Six Phases of Thematic Analysis

Read and review the
data

Code the data in a
systematic manner

Identify significant
themes in the data

Divide the themes
based on the context

Explain the theme(s)

Report results

Note. This figure illustrates the six steps that are used to analyze themes of qualitative data.
Braun and Clark’s six phase framework for thematic analysis begins with clarifying the
goal of the research. In this step, the researcher conducts a review of the data. This involves
reading the responses of the subjects to questions asked on the questionnaire (Maguire &
Delahunt, 2017). During this first phase, I drafted manual notes of preliminary findings and
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began to consider obvious themes (Maguire & Delahunt, 2017).
The second step in Braun and Clark’s thematic analysis is coding the data. This process
involves reviewing all the data to identify the commonalities or trends (Humphrey, 2020). Once
trends or themes have been identified, I grouped the responses as they related to the study
question or based on the relevancy to the research question (Maguire & Delahunt, 2017). This
process occurred manually by color-coding each response based on the identified themes.
The third step of this thematic analysis is grouping the commonalities or trends into
themes (Maguire & Delahunt, 2017). For this study, the questions were grouped into four
primary themes. The color-coded themes focused on information about child eye care;
knowledge about poor eyesight; barriers for accessing eye care; and practices toward visual
impairment, prevention, and treatment (Alrasheed et al., 2016). From the responses, I was able to
sort responses for each question.
The fourth step of the Braun and Clark thematic analysis requires a thorough review of
the themes to look at how the responses are linked to the questions (De Chesnay, 2015). In this
step, I analyzed and sorted the responses for each theme to determine if the data were congruent
with the question and assessed for any overlapping responses or other themes that were not
previously identified (Maguire & Delahunt, 2017). This process was completed on an Excel
spreadsheet so the data could be easily sorted and analyzed.
In the thematic analysis’ fifth step, the themes are reviewed again to determine if there is
a need to define them further or refine the identified themes. Since the PVPQ has clearly defined
themes for each question, this step in the process was not necessary as the pilot study used to test
the document did not indicate a need to alter the themes for each question (Alrasheed et al.,
2016). However, this step allowed this project’s researcher to consider the possibility that other
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themes may emerge that were unanticipated from the previous researcher’s study.
The last step in Braun and Clark’s thematic analysis is the development of the analysis
report. This step was completed in a Word document that explains the overall findings. These
findings will be presented formally in another chapter and will include the interpretation and
inference of the findings and how these findings impact nursing practice, key stakeholders, and
MSHS parents.
Quantitative Data
Demographic data were aggregated using descriptive statistics such as mean, frequency,
percentage, and range. The mean was used to explain averages of specific data findings. Range
was used to describe the highest and lowest number in a data set. Additional research statistics
included demographic statistics such as home language, parent’s age, parental educational level,
and parent gender.
Quantitative data were analyzed using the free version of IntellectusStatistics.
IntellectusStatistics is a web-based statistical analysis software program that allows
nonstatisticians to analyze an array of research data (IntellectusStatistics, 2020). The program is
beneficial for researchers as it organizes and analyzes data and provides a detailed explanation of
the results (IntellectusStatistics, 2020).
IntellectusStatistics (2020) translates the quantitative data provided to the researcher into
narrative format following the American Psychological Association’s writing standards. The
program also allows users to access statisticians who will assist in using the system to translate
the data (IntellectusStatistics, 2020). Since the program is simple and easy to use, it is being
reviewed for consideration for students at ACU for future nursing research statistics courses
(personal communication, February 7, 2020).
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Methodology
Sampling
This study’s sample size was determined by considering the factors associated with using
a convenience sample, COVID-19, and limited timelines for collecting the data. There were no
statistical formulas used to calculate a needed sample size as this phenomenological study does
not rely on proving or disproving the cause of a phenomenon (Centers of Innovation in Research
and Teaching, n.d.). However, according to Starks and Trinidad (2007), sample sizes for
phenomenological studies can range from one to 10 as I was only seeking to uncover the
meaning behind the individual’s perception of a lived experience.
Since the program was only funded for 212 families, this would be the minimum number
of subjects if all parents participated. If all the family households were two-parent households,
the maximum number of possible subjects would be 424. However, previous years’ enrollment
data indicated that enrollment has dropped, but over 50% of the families were two-parent
households (personal communication, October 24, 2019). For this study’s timeframe, there were
33 individual families enrolled in the program, with 55 parents over the age of 18.
Therefore, there was potential for at least 55 parents to complete the questionnaire.
Finally, since retrospective, phenomenological studies seek to explore how the individual
perceives a lived experience, the sample size was small. This limited number of subjects allowed
the me to analyze common trends in the subject’s perceptions rather than relying on a hypothesis
(Starks & Trinidad, 2007). Starks and Trinidad (2007) added that phenomenological studies
consider all aspects of the design when determining the sample size. Therefore, given the factors
of the convenience sampling and the nature of the study, a small sample size was reasonable for
this project.

54
Methodology Feasibility and Appropriateness
This project was a phenomenological study that employed collecting and assessing
quantitative and qualitative data. A phenomenological study seeks to find a deeper meaning to a
situation from a holistic perspective rather than isolated parts of the experience (Rodriguez &
Smith, 2018). This perspective considers how the person experiences a situation and how the
person interprets their experience (Rodriguez & Smith, 2018). According to Rodriguez and
Smith (2018), studies that seek to learn more about the subject’s perceptions with little regard for
the researcher’s perceptions utilize the phenomenological approach.
Since the phenomenological approach was qualitative in nature, the questionnaire that
was used asked parents primarily open-ended questions. The questions focused on factors that
contributed to the parents’ decision in accessing vision care for their child. According to
Alshenqeeti (2014), interviews provide information from interviewees about their perceptions of
events.
The study involved extensive support of a translator and data and evaluation manager
who were experienced in their respective fields. Since the study directly correlated with the
translator and the data and evaluation manager’s day-to-day work duties, the study’s feasibility
was appropriate. Furthermore, neither experienced any change in their current roles.
Another reason the study was appropriate was the federal guidelines associated with
MSHS staff roles. According to the federal standards (DHHS, n.d.-e.), MSHS staff must ensure
children have vision screenings and or obtain follow-up care as indicated. The federal standards
also state that program staff must ensure a child receives a vision screening within 30 days of
enrolling in the program (DHHS, n.d.-e). Additionally, staff must support families to ensure their
child receives care or treatment following a failed vision screening (DHHS, n.d.-e).
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Extraneous Costs
There was no cost for me to translate the questionnaire or create the questionnaire’s
electronic version. There was no cost for the MSHS program, participants, or interprofessional
support team. There was no compensation for the translator or data and evaluation manager for
their work in the study, nor was there compensation to the participants for completing the
questionnaire. This was included in discussions with the translator and data manager and was
included in the parental consent.
Institutional Review Board Approval and Process
This study required approval by the institutional review board (IRB) of the clinical site
that deals with children enrolled in one of their agency childcare programs. An additional IRB
application was submitted and approved by my doctoral studies institution(see Appendix D).
Myself and all staff in the study completed the doctoral studies IRB training. A copy of the IRB
training completion can be found in Appendix A.
The study’s IRB agency consisted of the agency’s legal representatives, the chief
executive officer, and the board of directors. Request for approval to conduct the study using
agency staff and families enrolled in the MSHS program consisted of submitting an email and
verbal explanation of the study. The explanation included but was not limited to the study’s
purpose, procedures used in the study, and the risks and benefits of the study. The site’s chief
executive officer (CEO) approved the IRB study site (see Appendix E).
Collaboration
Several aspects of interprofessional collaboration occurred because of this project. The
MSHS agency’s CEO allowed me to conduct this study by accessing demographic data from
previously enrolled parents. This data included email addresses and phone numbers tosend the
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survey link to parents. This method was selected because of the COVID-19 pandemic that
resulted in the closure of all the Ohio MSHS sites. The translator was to assist the me in
interpreting the Spanish responses to the questionnaires; however, there were no monolingual
Spanish-speaking parents who participated in the study. The data and evaluation manager helped
collect and enter the subject’s responses to the questionnaire on an Excel spreadsheet.
However, I had the primary responsibility of aggregating and analyzing the data. Key
stakeholders and other interagency staff were recruited to support the study. These included the
CEO, the lead quality improvement specialist, and the data and evaluation manager. They were
consulted for guidance on the use of electronic demographic data. This interprofessional team
worked collaboratively to develop the methodology and devise a strategic plan for the
dissemination of the study’s evidence.
Practice Setting
The setting for this project was two MSHS early childhood centers. All the centers were
in rural, farming communities in northern Ohio. The centers were situated in areas in which
migratory working families travel during specified months of the year. The two sites in the Ohio
region are funded to serve 212 families each year. However, administrators report that for the
last five years, enrollment has dropped 10 to 15% each year (personal communication, February
24, 2020). Factors contributing to the decline in enrollment are the automation of the harvesting
process, senate bills that encourage only single males to migrate from Mexico, and the closure of
farms (personal communication, October 24, 2019).
This setting was chosen because the population for the problem of interest relates to
migrant children ages three to five years old and their parents. Since MSHS serves this
population in childcare centers, this setting was appropriate for this project. Additionally, data
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were readily available and accessible for me.
Target Population
This study’s target population was adult parents or legal guardians of preschool children
who were enrolled in an interim managed MSHS program during the program year 2019–2020.
The children of these parents are aged three to five years old. The parents of these children are
migrant farmworkers who migrate to and from various states in the United States for farm work.
Some of these parents were undocumented persons, primarily from Mexico (personal
communication, October 24, 2019).
Recently, this population experienced Immigration and Customs Enforcement (ICE)
investigations at their places of employment, resulting in the arrest of hundreds of undocumented
people (Hensel, 2019). According to Hensel (2019), the arrests left some MSHS children
orphaned. In some cases, parents were deported back to Mexico, resulting in their children being
left in the care of state child protective services (Hensel, 2019). Head Start health specialists
surmised that these recent events affected parents obtaining vision screening or follow-up care as
some parents fear deportation should they seek care from healthcare professionals (personal
communication, January 10, 2019).
This study’s exclusion criteria were another factor that influenced the sample size. Teen
parents, parents not enrolled in MSHS, or parents who speak languages other than English or
Spanish were eliminated from the study. Therefore, the sample size was directly influenced by
the exclusion criteria.
Risks
There were no inherent risks that could result from the project. However, there were
some perceived risks for the subjects participating in this project. First were psychological risks.
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Some parents may fear deportation due to their lack of citizenship and avoid participating in the
study. This was related to their concerns about who would have access to their personal and
private information. Second were the perceived legal risks. If parents are undocumented, they
may associate participation in the study with attempts to identify undocumented immigrants.
Therefore, they may assume they could be incarcerated by law enforcement. Third were
perceived economic risks. Deportation and/or being arrested could lead to loss of income due to
the inability to work. Finally, the possibility of a breach of confidentiality was a risk factor.
Since the questionnaires were in paper and pen format, there is a risk of privacy loss due to the
physical handling of the information.
Since the MSHS is not a federal public assistance benefit, parents of children who meet
the eligibility requirements for MSHS do not have to prove immigration status. Under the 1996
Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA), access to federal
public assistance benefits is contingent on factors such as citizenship or residency status
(Matthews, 2017). Examples of federal public assistance benefits include financial support such
as Temporary Assistance for Needy Families (TANF) and Supplemental Security Income (SSI),
which require proof of citizenship (United States Government, 2020). Therefore, since MSHS is
not a federal public assistance benefit, the risks of participating in the study would not pose an
inherent risk to the subjects. As a result, there would be no known legal or economic risks
associated with participation in the study. This was explained during the explanation of the
consent to participate.
Despite the risks involved, the study site did not engage in federal, local, or other
reporting of immigration status to present a risk to participants’ deportation. The study site only
provides services, like any other healthcare institution, thus minimizing the psychological, legal,
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and economic risks to participants concerned about deportation and arrest. Additionally, the
agency’s research data and evaluation specialist, whom I have permission to use, has the
capability to create an electronic survey that collects information anonymously since the survey
is being conducted electronically. This information was provided in the consent.
Benefits
This study’s benefits related to gaining insight into the parents’ perspectives of
preventative or follow-up vision care following preschool vision screening. According to the
Centers for Innovation in Research and Teaching (n.d.), a phenomenological study seeks to
understand and interpret an individual’s experience(s) so that researchers gain more
understanding of a phenomenon. This project intended to provide information for HS staff to
understand better the factors influencing parents’ healthcare decision-making and how to support
parents in obtaining timely follow-up care so that visual acuity issues are identified and treated
early. Alexander et al. (2013) commented that worldwide, well-child examinations are beneficial
in the early detection of many physical and behavioral issues and improve health outcomes for
young children. Therefore, this project ensured HS staff could support parents in accessing
vision screening, preventative care, or treatment for their child.
Timeline
The timeframe for distributing and collecting the parent questionnaires was from May to
June 2020 (see Appendix F). The study’s timeframe was determined because many of the
families who attended the program last year traveled during the summer months when their older
children were out of school in their home states (personal communication, October 24, 2019).
This is also the peak time in which many migrant workers could earn additional income, as they
could move from state to state for work and still have access to childcare during the day
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(personal communication, October 24, 2019).
Chapter Summary
Using a retrospective study using a convenience sample, I collected data from subjects
who agreed to participate in the study using a bilingual, electronic questionnaire. A bilingual
professional, who is proficient in English and Spanish, translated the measurement tool to ensure
the accuracy of the questions. Additionally, this professional works closely with MSHS parents.
Due to the COVID-19 pandemic, the questionnaire was initially sent electronically to previously
enrolled MSHS parents. However, the lack of responses resulted in the need to call subjects via
telephone, resulting in three parents participating in the study.
The methods that were used to collect, store, and analyze the data considered many
factors. These factors involved the sample size, ensuring confidentiality and analysis of the data.
Since the research involved human subjects, it was important for me, the translator, and data and
evaluation manager to understand the ethical and legal issues surrounding studying humans. This
was addressed in obtaining training on ACU’s expectations for research. This training included a
certification in understanding the legal and ethical requirements of human research.
The other details about the selected methods have been thoroughly explained. The
explanations include references and rationales for the chosen methods. These detailed
explanations for using the methods for this project were appropriate and clearly addressed the
problem of interest.
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Chapter 4: Results
This retrospective project involved using a phenomenological approach to study the
causative factors that prohibit parents from obtaining vision screening for their children or
following preventative or treatment recommendations from their child’s healthcare provider.
Using convenience sampling from a list provided by a rural HS program in Ohio, an electronic
questionnaire and subsequent telephone calls were used to obtain parental responses to questions
related to childhood vision care. Since the project was phenomenological in nature, there was no
specific number of subjects required for the study, nor was there a need for randomization or
control groups as phenomenological studies focus on assessing an individual’s perceptions of
their own experiences (Centers for Innovation in Research and Teaching, n.d.).
The project consisted of collecting primarily qualitative data from parents of preschool
children enrolled in one MSHS program. This type of data are the most conducive for measuring
the subject’s perception of an experience or phenomenon (Centers for Innovation in Research
and Teaching, n.d.). Qualitative data also allowed me researcher to examine parent perceptions
about the need for preventative care and follow-up care and their healthcare beliefs. Brunero et al.
(2015) stated that qualitative researchers use first-hand information from subjects to increase
knowledge and to answer a research question or study a problem of interest. Additionally,
thematic analysis was used to analyze the responses to the open-ended questions. This analysis
process allowed me to use the original questionnaire’s four themes to categorize the responses
into four major themes (see Appendix F for Tables F1–5).
The project’s purpose was to assess the knowledge, attitudes, and beliefs of MSHS
parents of preschool children related to accessing vision care. The project aimed to identify the
causative factors that prohibit parents from obtaining vision screening for their children or
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following preventative or treatment recommendations from their child’s healthcare provider. By
using a questionnaire from a previous study, the PVPQ, I was able to identify factors that
significantly impact parents’ understanding of visual refractive errors and their impact on their
child’s development and learning. According to ABM, parental healthcare utilization for their
children is significantly impacted by various factors, which affect the child’soverall health
outcomes (Alexander et al., 2013).
The findings can be used to guide MSHS staff on methods they can use to reinforce the
parent’s current knowledge about visual issues. The findings can offer insights on possible
options that could be provided as support to parents who have limited access to vision care for
their children. Alrasheed et al. (2016) concluded there is a significant need for vision screening
and care programs in impoverished communities as low-income parents of young children may
have incorrect perceptions of the need for vision screening and treatment for refractive errors.
Discussion of the Demographics
This project’s target population was and adult (18 years old and older), English and
Spanish-speaking parents of preschool, MSHS children in one rural program in Ohio in the
program year 2019–2020. The possible sample size was 424 based on the program’s funded
enrollment. However, based on the enrollment list provided by the program administrator, there
were only 33 families enrolled with 55 parents who met the inclusion criteria. Of these parents,
only 42 parents opted to receive information from the program via phone, email, or text.
Therefore, the possible sample size was restricted to 42.
From a list provided by the program administrator, during the initial two-month
timeframe (May–June 2020), the data and evaluation manager sent an email or text message
about the survey and consent that linked the parents to the survey if they agreed to participate.
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Consequently, there were no responses to the electronic link. Therefore, the timeframe was
moved to June to August 2020 to complete the survey via phone calls to the parents.
In June 2020, I provided training to the data and evaluation manager and the translator on
how to conduct the telephone interviews. They were instructed to provide information about the
study using the informed consent (see Appendix B). If parents elected to participate in the study,
they would conduct the interviews by reading the questions as written. The data and evaluation
manager and translator were to document, verbatim, in real- time, the parent’s responses to the
questions into the electronic questionnaire. The electronic questionnaire would generate an Excel
spreadsheet that aggregated the responses for each of the questions.
Beginning in July 2020, the data and evaluation manager conducted the initial calls to the
parents. For anonymity, the parents were identified by numbers 1–42, respectively, by simply
assigning a number alphabetically to create a call order Excel spreadsheet (see Appendix F for
Table F1) to track and log whether the call was placed, responded to, or a message was left. The
Excel spreadsheet also denoted which parent requested Spanish translation. If parents requested a
Spanish speaker to assist them, the data and evaluation manager forwarded their information to
the study translator to call. The data and evaluation manager contacted 36 parents and forwarded
six parents’ names to the Spanish translator as requested.
The data and evaluation manager completed the survey with two parents. A third parent
started the survey requesting to be contacted later to complete the process. After two attempts to
contact this parent with no response, no other attempts were made (see Appendix F for Table
F1). The remaining 36 parents did not complete the questionnaire.
The translator attempted to call six parents who requested a Spanish interpreter. One did
not answer and two were not interested. For the remaining three families, the translator left a
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message with no return call (see Appendix F for Table 2).
Each question’s responses were transferred from the electronic questionnaire onto an
Excel worksheet to allow me to review qualitative data. The qualitative data review allowed me
to determine similarities or trends in the subject’s responses (De Chesnay, 2015). Additionally,
the review allowed me to gain insight into the problem of interest (Maguire & Delahunt, 2017).
The final sample size consisted of three subjects (N = 3). All the subjects identified as
female (100%), Hispanic (100%), with a home language of English (100%). Their ages ranged
from 38 to 44 years, with a mean age of 41.33 years. Two of the parents were over the age of 40,
42 and 44 years of age, respectively. The youngest parent was 38 years old. In terms of education
level, two of the subjects reported having less than a high school diploma (67%), and one of the
subjects (23%) reported they had a high school diploma or general education degree (GED; see
Table 1).
Table 1
Sociodemographic Characteristics of the Participants
Variable
Gender

Male
Female

N
0
3

Parental Age
Parental Education
Level

Race

M

41.33 years

Range

%
0
100

38–44 years

Less than High
School
High School or
GED

2

67

1

23

Hispanic

3

100

Data Analysis
Descriptive statistics were used to analyze the quantitative data. This study’s quantitative
data included gender, parental age, parental education level, and race. The analysis of this data
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included the use of mean and range to measure parental age and percent to measure gender,
education level, and race (see Table 1). The data analysis indicated that all the parents were
Hispanic females, approximately 41 years of age. Two of the parents had less than a high school
education, whereas one parent had at least a high school diploma or GED (see Table 1).
Thematic analysis was used to analyze the qualitative data from the survey responses.
This process was selected as the purpose of this study was to assess MSHS parents’ perceptions
related to vision care utilization for their children. Using the Braun and Clark six phases for
thematic analysis, the responses were sorted into four themes (a) information about child eye
care; (b) knowledge about poor eyesight (refractive error); (c) barriers for accessing child eye
care; and (d) practice toward visual impairment prevention and treatment (see Appendix F for
Table F2). Within each theme, I noted commonalities in the responses to each question. The
commonalities were used to describe aggregated data and are explained in the final analysis.
Qualitative Data Analysis of Each Theme
Theme One: Information About Child Eye Care
In the data analysis to assess parents’ access and use of vision care and information, all
the parents (100%) obtained information about their child’s ophthalmic vision needs from a
practitioner. One parent commented that she asked the provider “about any concerns I have”
(Respondent 14; see Appendix F). However, parents commented that they prefer the use of
media (e.g., television, the internet) because worldwide information is readily available through
these sources (Respondent 8; Respondent 27; see Appendix F).
Theme Two: Knowledge About Refractive Error
In relation to their knowledge of poor eyesight, two of the parents were able to identify
common diseases and conditions such as diabetes, glaucoma, and poor nutrition as factors that
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influence vision (Respondent 8; Respondent 27; see Appendix F). They were also able to
vocalize the signs or symptoms of a potential visual issue such as difficulty reading and
squinting (Respondents 8; Respondent 27). However, one of the parents (Respondent 10)
commented that they did not understand the term “squint” and did not completely answer the
question.
Respondent 8 commented about a vision condition in which her child needed follow-up
care and treatment and her actions to ensure she understood the condition and what follow up or
treatment would be needed. The parent stated, “I asked the doctor about that [the condition], and
the doctor said it’s because she has thick eyelashes, and that’s why she had the bumps. Now she
seems ok.” Similarly, Respondent 27 commented that she would immediately take her child to an
ophthalmic specialist and follow their recommendations for any identified issue. Respondent 27
stated that if she noticed her child squinting, she would take her child for an examination by a
specialist and follow their recommendations.
Theme Three: Barriers for Accessing Child Eye Care
When asked about barriers for accessing care, one parent (Respondent 8) did not
understand the question, while the other parent (Respondent 21) commented that their child’s
healthcare benefits might not include vision, which would impact accessing treatment for a
vision issue (see Appendix F). In both cases, there were no fears that influenced their accessing
vision care for their children, nor did they provide any options for addressing the barriers they
mentioned. However, both parents vocalized that they would take their child to a doctor if they
felt their child needed vision care.
Theme Four: Practices Toward Visual Impairment Prevention and Treatment
In relation to understanding how to prevent visual impairment, notably, refractive errors,
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neither parent vocalized understanding of preventative screening or examination to identify or
prevent visual issues. However, both parents stated they know they should protect their
children’s eyes from the sun and overuse of electronics. They both vocalized limiting screen time
and wearing sunglasses (Respondent 8; Respondent 21; see Appendix F).
Question Guiding the Inquiry
The PICOT question for this study was “Between May and June 2019, what are the
responses to the Parent’s Vision Perceptions Questionnaire from adult, English and Spanishspeaking MSHS parents about their perceptions about the need for vision screenings or vision
care?” The data analysis indicated that the MSHS parents are able to access care information
about child eye care either on their own or from a healthcare professional. They can recognize
some of the signs and symptoms of potential vision problems and when they should access care
or treatment.
The parents did not voice any fears of accessing vision care or treatment. However, one
parent did not feel that vision issues impacted school performance. The parent commented that
she did not think that school performance was influenced by poor vision or any issues that might
influence vision, even if the child’s vision was normal (Respondent 8).
Reliability and Validity
This study utilized a survey that was pilot tested in a similar study in the Sudan
(Alrasheed et al., 2016). The final questionnaire used in the project was slightly altered to align
with the American English dialect and to add additional demographic information. Approval for
these changes was received by the original developer and did not impact the questionnaire’s
reliability and validity (see Appendix C).
The demographic data were measured using a web-based statistical software program that
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organized and analyzed data to provide a detailed explanation of the results. This software
generated the numerical data analysis (see Table 1) as well as a narrative description of the data.
The software did not indicate any skewness of data or outliers that would impact the project’s
findings (IntellectusStatistics, 2020).
The qualitative data were measured using thematic analysis. Since the PVPQ questions
were sorted by themes, I color-coded the themes on an Excel spreadsheetto identify trends or
incongruent responses. The process ensured that my evaluation reflected the process completed
in the Sudanese study (Alrasheed et al., 2016). Using the PVPQ, I was able to ascertain the
perspectives of the subject’s understanding of preventative visual healthcare for children.
Chapter Summary
Although there was an impact in the data collection due to the COVID-19 pandemic, the
data collection was completed in a manner that ensured efficiency and confidentially for the
participants. As a phenomenological, retrospective project, the project did not seek to prove or
disprove the perceptions of the subject’s understanding of visual health and vision healthcare, but
its goal was to gain a further understanding of parent knowledge of vision health and vision care.
The project’s findings revealed that parents could access vision information and care, but they do
not understand the impact of vision on educational outcomes. Chapter 5 includes an additional
discussion of the findings to include interpretation, inferences, and implications of the project’s
findings and recommendations for future research in this area.
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Chapter 5: Discussion, Conclusion, and Recommendations
The project’s purpose was to assess the knowledge, attitudes, and beliefs of MSHS
parents of preschool children related to accessing vision care. The project aimed to identify the
factors that prohibit parents from obtaining vision screening for their children or following
preventative or treatment recommendations from their child’s healthcare provider. The PVPQ
was administered via a telephone interview with parents of children enrolled in the MSHS
program in May and June 2019. As a tool previously used in a similar study in the Sudan, the
PVPQ was used to evaluate parent knowledge, attitudes, and beliefs about visual issues and
preventative care and treatment. However, due to the quarantine requirements of COVID-19, the
methodology changed, resulting in phone calls to conduct the interviews, yielding only three
subjects, with only two subjects completing the interview. This chapter will discuss the findings,
limitations to the research, implications for healthcare providers and MSHS programs, and
recommendations for future research.
Limitations
There were limitations associated with this project. One limitation was the small sample
size. Due to the COVID-19 pandemic, the original face-to-face interviews had to be shifted to
telephone interviews. In many cases, parents declined to participate, or they did not respond to a
message left by the interviewer. However, since this was a phenomenological study, the sample
size is appropriate. Additionally, only parents from one MSHS program were included in the
research. In the planning of this project, I had access to over 400 potential subjects, but the
exclusionary criteria limited the number of possible subjects to 42. This factored into the small
sample size.
Another limitation to the study is that parents who did not respond to calls did not receive
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a second follow-up call. Follow-up calls were not made due to the project’s time constraints and
the limited availability of the data and evaluation manager and interpreter for the study. For
further research, follow-up calls may be warranted depending upon the nature of future studies.
Interpretation and Inference of the Findings
This DNP project began with an inquiry related to follow-up care and treatment rates
following failed vision screenings in MSHS children. The inquiry resulted in the agency-wide
child health file review and analysis of vision screening. The data analysis indicated that a
significant number of children did not receive vision screening during Early and Periodic
Screening, Diagnostic, and Treatment (EPSDT) exams or during their enrollment in MSHS. As a
result, the project intended to assess causative factors that influence childhood vision screening
of MSHS children.
The major findings from this retrospective study indicate four major findings for the
study. These findings focus on knowledge about utilization of ocular specialists, how and where
to access ocular health information, conditions that impact visual health, barriers to obtaining
ocular healthcare, and understanding of ocular health’s impact on learning outcomes. All the
findings relate to the project’s overall aim to determine factors that influence parent follow-up if
ocular treatment is needed.
In the data analysis, parents vocalized that they would take their child to an ocular
specialist if they noticed any behavior (i.e., difficulty reading and squinting) that indicated their
child had a vision problem. The parents acknowledged they understand there are some conditions
(i.e., diabetes, glaucoma, malnutrition) that could cause vision issues, and they should seek care
for their child if these conditions exist. The parents also stated they know they can access the
media or a doctor if they have questions about ocular health, and they do not have any barriers
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that impede their access to care.
However, parents were less knowledgeable about how vision acuity issues impact
learning outcomes. They were divided on whether they felt that visual acuity issues affect school
performance. They were also divided as it relates to how other eye conditions impact school
performance.
The findings indicate that previous assumptions about fear and mistrust of healthcare
providers impacting follow-up could be unfounded. Parents know how to and have access to
ocular care or information for their children without any barriers. However, the findings provide
insight into the limited understanding of parents related to ocular health and learning. The
findings also infer that more education is needed for parents to understand how vision is vital to
overall health and development of young children. Alrasheed et al. (2016) added that educational
programs are needed to ensure parents understand the benefits of early detection of vision acuity
issues and how these issues impact learning.
In correlating these findings to ABM, parent’s healthcare utilization is influenced by
multiple sociodemographic factors. In this project, parental understanding of the correlation
between ocular issues and learning outcomes indicates that the use of preventative healthcare
services is only obtained as it relates to observable visual difficulties or visible ocular issues.
According to ABM, predisposing factors such as parental education level and healthcare beliefs
may be impacting parental understanding of how all vision or eye conditions could influence
their child’s learning. Babitsch et al. (2012) commented that predisposing factors such as
educational level, culture, and norms, impact the understanding of the need for preventative care
or healthcare utilization, and consequently, health outcomes. In relation to vision care, if parents
do not understand the importance of the linkage between early childhood development and
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vision, the child could have long-term educational deficits (Alexander et al., 2013; Neff & Teska,
2018).
In consideration of the Sudanese study on parents’ perceptions of eye care and eye health,
there were multiple similarities in the findings. First, all the subjects were females (N = 3), the
same age group (41–42 years), and the same educational levels. The results from both studies
indicated that the parents would seek medical care for signs of vision issues such as squinting,
difficulty reading, and obvious eye issues. Third, the parents in both studies commented they
seek eye health information from the media. However, in the Sudanese study, most parents
obtained information from relatives or friends (Alrasheed et al., 2016).
Although the parents in this study did not vocalize any experienced barriers to care, one
parent commented she felt that lack of healthcare benefits might influence eye care access
(Respondent 27). The parents in the Sudanese study commented that access to care was
significantly impacted by the cost of eye care and lack of healthcare coverage as main barriers to
care (Alrasheed et al., 2016). Similarly, ABM emphasizes that enabling factors, such as finances,
impedes or influences access to care or preventative health services (Babitsch et al., 2012). The
findings indicate a need for resources that offer free or reduce healthcare costs or care that can be
provided in the most cost-effective manner.
Implications and Analysis for Leaders
This study’s research has added to the science of nursing by offering early childhood
development programs, such as MSHS, and information about parents’ perspectives related to
childhood vision care. First, MSHS program leaders should continue to ensure that preventative
visual acuity screenings occur within 30 days of enrollment as these screenings are impactful in
identifying potential refractive errors in preschool children. Next, MSHS program leaders must
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continue to work with parents to ensure they understand how to access visual care resources and
how to overcome barriers if they exist. Finally, MSHS program leaders will need to provide
more information to parents about linking visual acuity to learning outcomes, as some parents
are not aware of the impact of visual acuity and learning. By continuing to provide visual acuity
screenings, MSHS programs are identifying potential vision issues and providing parents with
needed resources and ensuring that early identification will lead to early treatment and reduce the
risk of learning issues (Alrasheed et al., 2016).
For nurses working with MSHS programs, understanding MSHS parents’ perceptions of
preschool vision screening and care provide insight on how they support parents in
understanding the need for preventative screening or follow-up treatment for failed vision
screening. Nurses must first understand that healthcare utilization is contingent upon multiple
factors such as age, culture, or educational level and whether parents understand how healthcare
impacts health outcomes. In this research, these barriers did not impede access to care. However,
parents still lack an understanding of the correlation of vision to learning. As a result, nurses
working with MSHS programs must collaborate with education staff to ensure they are providing
information about vision and learning. In collaboration with education staff, the MSHS nurse
must ensure that the child’s health needs are as important as their educational needs. The
Essentials of Doctoral Education for Advanced Nursing Practice (American Association of
Colleges of Nursing [AACN], 2006) for doctoral nurses and the implications for clinical practice
will be expounded upon and discussed.
Essentials of Doctoral Education for Advanced Nursing Practice
Essential I: Scientific Underpinnings for Practice
This research project provided me an opportunity to investigate parentalperceptions of

74
the need for preventative vision care for their children. By using ABM as a conceptual
framework to guide the research, a phenomenological approach to collect data and theoretical
thematic analysis using the Braun and Clark six phases for thematic analysis allowed me to delve
into parental perceptions of the significant impact untreated vision acuity issues have on very
young children. Andersen’s behavioral model allowed me to understand how the patient’s
environment, population characteristics, and health behaviors are correlated to their access to and
use of preventative care, and subsequently, their health outcomes (see Figure 1; Alexander et al.,
2013). A phenomenological research approach provided me with a nonbiased approach in
assessing parental perceptions about preventative vision care, and the use of thematic analysis
allowed for a structured and scientific process of analyzing the data. The use of these scientific
and analytical theories and processes provided me with a valid methodology that promoted a
better understanding of how to use data to determine and gain insight into how parents view
screening and vision preventative care.
Essential II: Organizational and Systems Leadership for Quality Improvement and Systems
Thinking
This project’s findings provide evidence to key stakeholders about the benefits of
providing early childhood education to parents of preschool children enrolled in MSHS. Since
MSHS is primarily a social service program with an emphasis on child and parent education,
MSHS could easily provide information to parents about vision screening and treatment. One
way to incorporate this education is to seek support for nationally recognized vision care
organizations such as Research to Prevent Blindness to develop a training plan that would guide
MSHS staff in educating parents on the benefits of early identification of visual acuity issues.
Since Research to Prevent Blindness is a national organization that provides no-cost
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screenings, education, and access to vision care, MSHS programs would incur no expense for
their support. As a result, budget allocations could be increased for children who require more
advanced treatment, care for children who lack vision care benefits, care that goes beyond
glasses, or care that the child’s primary healthcare plan does not cover.
Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice
The use of a research-based questionnaire to assess parental understanding of
preventative vision care for their children can provide effective methods for addressing
healthcare utilization and determining health outcomes. The PVPQ is a simple questionnaire that
provides an assessment of the prevalence of visual acuity issues in young children. The PVPQ
allows providers to assess parental knowledge, attitudes, and practices related to visual issues
and barriers to care and can be included in the application or enrollment process into the MSHS
program. The questionnaire’s results can be used to guide educational programs for children and
parents about the benefits of early vision screening and perhaps support the importance of
following up with ocular providers should the child fail a screening conducted at the MSHS
program. Early detection of visual acuity issues and prompt treatment reduces the impact of
vision issues such as amblyopia and strabismus (Schultz et al., 2017).
Essential IV: Information Systems and Technology and Patient Care Technology for the
Improvement and Transformation of Healthcare
The MSHS program that supported this project used a web-based data management
system known as ChildPlus. ChildPlus Software is a data management system that allows MSHS
programs to customize and centralize child demographic and health data to analyze reports, track
health trends, and provide the program with a method of decision-making and planning to
address healthcare outcomes (ChildPlus Software, 2020). As the primary tool to collect parent
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contact information, the system provided an instant report of the children enrolled during the
study period and their parent’s primary contact information. From the ChildPlus data, I provided
a list to the data and evaluation manager and the interpreter to contact the potential subjects for
the project. This factor was beneficial as the COVID-19 pandemic prevented collecting the data
in a face-to-face interview.
Essential V: Healthcare Policy for Advocacy in Healthcare
In the MSHS, many children or their parents are undocumented and lack access to or
utilize preventative care. In some cases, many MSHS children live in families that suffer from
economic challenges, or the families earn less than the federal poverty level. Additionally, many
of the parents of eligible children are undocumented citizens (Gatewood, 2019; Matthews, 2017).
These factors influence the child’s healthcare and educational outcomes.
By including vision screening as part of the health services provided during the child’s
enrollment in MSHS, programs can easily identify potential vision acuity issues and make
recommendations for follow up if children fail the vision screening. As the primary researcher
for this project, I am is in a key position as the supervisor of the HSs. The position allows me to
monitor and reinforce the screening process by ensuring that HSs make certain that local
programs are following the federal standards for the timelines of screenings (i.e., 30 days of
enrollment), tracking of results in the computerized database, and documentation of timely
follow up for treatment.
Essential VI: Interprofessional Collaboration for Improving Patient and Population Health
Outcomes
This project required a collaborative process with both healthcare and nonhealthcare
professionals. The primary research tool, the PVPQ, was developed by Doctor Saif H. Alrasheed,
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Doctor Kovin S. Naidoo, and Doctor Peter C. Clark-Farr, vision researchers in South Africa,
Sudan, and Australia, respectively, to assess Sudanese parents’ knowledge, attitudes, and
practices related to visual issues and access to care. This tool served as a useful instrument in
assessing MSHS, as the parents in both research studies share many characteristics. Additionally,
this project also aimed to identify how MSHS parents understand, view, and utilize vision care in
the United States.
The use of the agency’s data and evaluation manager provided the me with confidence in
the validity of the data collection based on her previous skills, knowledge, and expertise in data
collection and analysis. The interpreter’s experience and expertise in MSHS programs and her
ability to read, speak, and understand Spanish also added to the validity of the findings to include
offering the questionnaire in Spanish for those parents who requested Spanish translation.
Additionally, both the data and evaluation manager and interpreter understood the importance of
protecting the confidentiality of the subjects, while ensuring the data were collected that yielded
nonbiased analysis and interpretation of the findings.
Essential VII: Clinical Prevention and Population Health for Improving the Nation’s Health
Using ABM to understand parents’ perceptions of the need for preventative vision care
for their children, I was able to gain a better understanding of vision care utilization. That data
collected from this project aligns with data collected from a similar study conducted in the
Sudan. The themes identified in the PVPQ provided a valid analysis of the perceptions of parents
of MSHS children related to their knowledge, attitudes, and perceptions of their child’s vision
and the need for vision care or treatment.
The project’s findings provided insight into how healthcare providers can improve
clinical outcomes for young children through effective health education for parents. The
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findings’ interpretation indicates that MSHS programs must partner with healthcare professionals
and other vision care experts to ensure very young children have access to vision care and
treatment. Additionally, MSHS parents need more education about the negative impact of vision
acuity issues on young children in relation to their educational or health outcomes.
Essential VIII: Advanced Nursing Practice
The project provided many opportunities to advance the nursing practice. First, the
project promoted the importance of interprofessional collaboration among healthcare professions
from different specialties such as nursing and ocular specialists. The collaboration yielded a
project that utilized a previous study’s instrument to assess perceptions of preventative vision
care and vision care utilization of MSHS parents and the ability to offer recommendations for
improving vision health outcomes.
Next, this project offered an organized and systematic approach to guide and support
further nursing research around pediatric vision acuity screening and early identification and
treatment of visual acuity issues. Early identification of visual acuity issues leads to early
treatment of visual acuity issues. Early treatment of visual acuity issues reduces the impact of
poor vision on long-term educational and health outcomes.
Finally, the project enabled me to add to the body of knowledge related to the visual
acuity of very young children. Although vision screening is not a new concept, many MSHS
children do not receive these screenings as part of their physical examination. Therefore, this
project will reinforce the benefits of parent education to encourage them to obtain vision
screening during the physical exam or their child’s enrollment in MSHS.
Recommendations for Future Research
Since MSHS programs ensure children receive vision screening within 30 days of
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enrollment, there is a good chance that MSHS children with vision acuity issues will be
identified. However, the 30-day requirement and the short program timelines may result in
missing opportunities for identifying children who may have a vision acuity issue. As a result,
the following recommendations are made for future research.
First, since HS programs serve hundreds of thousands of children, all HS programs
should consider conducting a phenomenological study using convenience sampling in which
questions are asked at enrollment. This could potentially increase the sample size. Additionally,
the larger sample size could increase the ability to generalize the findings.
Next, HS programs that use the enrollment process to identify children could use the
findings to prioritize the screenings conducted. By prioritizing screening procedures, programs
may be able to conduct screenings earlier than 30 days of enrollment. The findings from
screening earlier than 30 days could result in a policy change that would mean children would
have to have a vision screening before entry into the program, prompting the need for vision
screening events in the summer or requiring healthcare providers to conduct the screening at
every physical exam.
Finally, HS programs should consider studying vision screening on children under the
age of three to determine if vision acuity issues can be identified even earlier. Since HS has a
program option, Early Head Start, for children less than three years old, there is an opportunity to
study this population. This type of study could provide a longitudinal analysis of pediatric vision
as it would provide data related to two critical developmental milestones, preschool and
kindergarten entry.
Chapter Summary
As a comprehensive social service program of Head Start, MSHS provides health
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services to low-income children of migrant farm working families in many states throughout the
United States to prepare the child for kindergarten. One of the health services provided to MSHS
children is vision screening, using evidence-based tools. Migrant and Seasonal Head Start
programs conduct a rapid assessment of visual acuity to rule out potential refractive vision
issues. Vision acuity issues left untreated can lead to many developmental and health issues. For
MSHS children, these issues are compounded because they live in poverty or have other barriers
to care.
This project aimed to understand the perceptions of MSHS parents’ knowledge about
vision, their understanding of visual health, and factors that impacted vision care utilization for
their children. Using a retrospective study, I obtained data from subjects who agreed to complete
a bilingual questionnaire. Due to the COVID-19 pandemic, two parents only completed the
questionnaire. However, the results yielded striking similarities to a similar study conducted in
the Sudan in 2015 related to parent knowledge of visual acuity issues.
The findings from both projects revealed that parents are aware of how and where to
access vision information and care, and they can identify visual problems in their children.
However, in this project, MSHS parents could not articulate an understanding of the impact of
vision on educational outcomes. Therefore, I offer the following recommendations. First, MSHS
programs should partner with nationally recognized programs like Research to Prevent Blindness
to obtain staff training on how to educate parents on normal and abnormal pediatric vision and
treatment for common visual acuity issues. Next, MSHS programs should provide culturally and
linguistically appropriate education to parents about vision screening and early identification of
vision acuity issues. Finally, MSHS programs will need to continue to ensure timely screening,
monitoring, and tracking of vision screening results so the program can appropriately support
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parental understating of how visual acuity impacts learning outcomes and consequently success
in kindergarten.
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Appendix B: Project Consent and Questionnaire
Introduction: Perceptions of Migrant and Seasonal Head Start Parents About Childhood
Vision Care Utilization
You may be able to take part in a research study. This form provides important
information about that study, including the risks and benefits to you as a potential participant
(Please note that if you are providing consent for another person, such as a child, “you” refers to
the person for whom you are consenting) [include if study involves any kind of surrogate
consent]. Please read this form carefully and ask the researcher any questions that you may have
about the study. You can ask about research activities and any risks or benefits you may
experience. You may also wish to discuss your participation with other people, such as your
family doctor or a family member.
Your participation in this research is entirely voluntary. You may refuse to participate or
stop your participation at any time and for any reason without any penalty or loss of benefits to
which you are otherwise entitled.
Purpose and Description:
I am conducting a study on the thoughts of parents about childhood visual impairment
and developing a follow-up eye care process for the Migrant and Seasonal Head Start program. I
need to do interviews with parents of preschool children, and I would like to know more about
your knowledge, attitudes, and practices relating to eye disease and barriers to access eye care.
Your responses will help me develop this child eye care plan to help parents access care.
Please note that all information will remain private, and no information will be shared
with others. If you agree, you will be asked to complete a survey (written set of questions). You
will be asked questions such as where do you get information about child eye care, do you know
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about any conditions that cause poor eyesight, what barriers are you aware of that affect your
child in accessing eye care, and in your opinion, what actions can you take to prevent your child
from having a visual impairment (problem)?
Answering these questions will take about 10–15 minutes. You will not put your name on
the questionnaire, and you do not have to answer any questions that make you uncomfortable.
Risks and Benefits:
There is a potential risk to taking part in this research study, and your child’s future
enrollment in Migrant and Seasonal Head Start will not be affected. Below is a list of the
foreseeable risks, including the seriousness of those risks and how likely they are to occur.
Your answers to the questions may be seen by someone else. However, this risk will be
minimized by not using any information that will identify you. I will not know who you are after
you answer the questions because I will not receive your email address or phone number with
your response.
There are potential benefits to participating in this study. Such benefits may include
ensuring your child has access to quality vision care and you have as much education as possible
about childhood vision issues and treatment. The researchers cannot guarantee that you will
experience any personal benefits from participating in this study.
Privacy and Confidentiality:
Any information you provide will be confidential to the extent allowable by law. Some
identifiable data may have to be shared with individuals outside of the study team, such as
members of the ACU Institutional Review Board or individuals affiliated with the community
Development Institute. Otherwise, your confidentiality will be protected, and we will not
becollecting any personal identification data during the questionnaire.
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Contacts:
If you have questions about the research study, the lead researcher is Felicia Thomas,
RN, MSN, nursing student at Abilene Christian University in Texas and may be contacted at
xxxx@acu.edu. If you are unable to reach the lead researcher, or wish to speak to someone other
than the lead researcher, you may contact Dr. XXX, DNP, MBA, MSN, RN, ACNP-BC,
Director/Associate Professor and she can be reached at xxxx@acu.edu. If you have concerns
about this study, believe you may have been injured because of this study, or have general
questions about your rights as a research participant, you may contact ACU’s Chair of the
Institutional Review Board and Executive Director of Research, XXX, Ph.D. Dr. XXX may be
reached at
(xxx) xxx-xxxx xxxxx@acu.edu
320 Hardin Administration Bldg, ACU Box xxxxx Abilene, TX 79699
Additional Information
Your participation may be ended early by the researchers for certain reasons. For
example, we may end your participation if you no longer meet study requirements, the
researchers believe it is no longer in your best interest to continue participating, you do not
follow the instructions provided by the researchers, or the study is ended. You will be contacted
by the researchers and given further instructions if you are removed from the study.
Please let the researchers know if you are participating in any other research studies at this
time.
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Consent Section
If you agree to participate in this study, you will click on the link provided. The link will
lead you to the questionnaire if you agree to participate. If you choose not to participate, simply
close this link. Your personal information will not be shared with anyone. By clicking on the link
provided, you voluntarily agree to participate in this study. Please participate only after you have
read all the information provided and your questions have been answered to your satisfaction.
You do not waive any legal rights by signing this form.
Click here to begin the questionnaire (hyperlink will be located here)
Note: This consent form was required and approved by the Abilene Christian University IRB and
was translated to Spanish by the project translator.
Parents Vision Perceptions Questionnaire
Date

/

/

Dear Parent/Guardian,
Thank you for agreeing to complete the questionnaire. We appreciate your willingness to
share your opinions and knowledge about child eye care.
Purpose of this Questionnaire
We are conducting a study on the thoughts of parents about childhood visual impairment
and developing a follow-up eye care process for the Migrant and Seasonal Head Start program.
We need to do interviews with parents of preschool children, and we would like to know more
about your knowledge, attitudes, and practices relating to eye disease and barriers to access eye
care. Your responses will help us develop this child eye care plan to help parents access care.
Please note that all information will remain private, and no information will be shared
with others.
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Please answer all the questions to the best of your ability.
About You:
Demographic information
1.
M
a
l
e
F
e
m
a
l
e
2.
3.

4.

What is your gender?

How old are you?
years old
What is your highest level of education? Please circle one.
Less than High School
High School
Graduate or GED
Some College
What race do you consider yourself to be? Please circle your
response(s):
American Indian or
Alaska NativeAsian
Black or African
American
Hispanic, Latino,
or Spanish
Native Hawaiian or Other Pacific
IslanderWhite
Other

Theme (1): Information about child eye care
1. Where do you get information about child eye care?
2. Which is your preferred source of information. For example radio, TV,
newspapercommunity presentation, clinic, hospital, health practitioner, or
teacher?
3. Why do you prefer to obtain this information from this source(s)?
Theme (2): Knowledge about poor eyesight (refractive errors)
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1.
2.
3.
4.
5.
6.

Do you know about any conditions that cause poor eyesight?
How do you know when your child has poor eyesight?
What do you do when you first suspect your child has poor eyesight?
What type of eye diseases (eye problems) do you seek care for your child?
Where do you seek treatment when their vision becomes worse?
What would you do if your child developed a squint?

Theme (3): Barriers for accessing child eye care
1.
2.
3.
4.

What barriers are you aware of that affect your child in accessing eye care?
Why?
Do you know where to go to receive eye care treatment?
Are you afraid of anything that stops you from taking your child for eye care
services?
5. What can be done to overcome those difficulties?
Theme (4): Practice toward visual impairment (problems) prevention and treatment
1. In your opinion, what actions can you take to prevent your child from
having a visualimpairment (problem)?
2. Is there anything else would you like to say regarding the treatment and
prevention foryour child from visual impairment (problem)?
3. Do you think a child’s performance at school may be affected by poor eyesight?
4. Do you think a child’s performance at school may be affected by other eye
conditions even if they can see clearly?
Note: This questionnaire was slightly modified from the original version to add the
demographics questions. Some words were explained in parenthesis to ensure the subjects would
understand the question. This questionnaire was translated into Spanish by the project translator.
Information obtained from Alrasheed, S. H., Naidoo, K. S., & Clarke-Farr, P. C. (2016).
Childhood eye care services in South Darfur State of Sudan: Learner and parent perspectives.
African Vision and Eye Health, 75(1), 1–13. http://dx.doi.org/10.4102/aveh.v75i1.315. Copyright
by African Online Scientific Information System. Reprinted with permission.
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Appendix C: Permission to Use Parents Vision Perceptions Questionnaire (PVPQ)
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Appendix D: IRB Approval
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Appendix E: Letter of Support
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Appendix F: Doctor of Nursing Project Timeline and Tables Time Frame

At 18 months

At 12 months

At 9 months
At 6 months

At 3 months

At 2 months
Upon Due Date

●
●
●
●
●
●
●
●
●
●
●
●
●
●
●
●
●
●

Task(s) to Accomplish
Begin development of PICOT, introduction, literature review,
methodology
Begin preliminary planning on collecting data
Select project chair and committee
Complete IRB training and obtain IRBapproval
Continue literature review
Begin search for study questionnaires for participants
Prepare for project defense
Distribute questionnaires to participants
Continue literature review
Continue literature review
Begin analyzing parent questionnaires data
Begin collecting common themes from interviews
Finalize analysis of parent questionnaires
Prepare draft of findings
Plan for dissemination of findings
Finalize project findings
Continue preparation for project defense
Defend project

115
Table F1
Subject Call Log
Respondent
Contact Result
Number
1
Not recognized number
2
No answer
3
No answer, no voicemail setup
4
Left VM
5
Line busy
6
Possibly willing, gut call back later,
just woke up
7
No answer
8
Survey taken
9
No answer, no VM setup
10
Called, no answer, no VM
11
Left VM
12
Not interested in participating
13
Left VM
14
Partial completion, will try back to
finish later
15
No Answer, no VM setup
16
Not interested in participating
17
Left VM
18
Spanish speaking-Connie can call
back
19
Left VM
20
Left VM
21
Wrong number
22
Left VM
23
Spanish VM-Connie please try
back
24
VM not setup
25
Left VM
26
Survey taken
27
Spanish speaking-Connie can try
back
28
Left VM
29
Asked for Spanish speaker-possibly
willing
30
Same primary adult as #26
31
VM not setup
32
VM not setup
33
Same phone number as #27
34
Left VM

Follow up

DEM-followed up twice; did not
reconnect

DEM-called later in the afternoon and
parent decided not to finish
INT-Left message

INT-Not interested

INT-Left message

INT-No answer, unable to leave message

INT-Not interested
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Respondent
Contact Result
Follow up
Number
35
Called no answer
36
VM not setup
37
Left VM
38
Could not reach
39
Left VM
40
Spanish speaking, please call back
INT-Not Interested
41
Left VM
Note. DEM = calls made by the data and evaluation manager; INT = calls made by the
interpreter; VM = voice mail left by the DEM or INT.
Table F2
Responses to Parents Vision Perceptions Questionnaire–Theme 1: Information About Child Eye
Care
Theme 1: Information About Child Eye Care
Respondent

Where do you get
Which is your preferred
information about
source of information for
child eye care?
example radio, TV,
newspaper communitypresentation, clinic,
hospital, health practitioner, and teacher?

Why do you prefer to
obtain this information
from this source(s)

8

I got it; she has a
doctor for eyes. She
went to see the doctor
for eye exam.

Mostly on TV

Mostly it’s the news,
what’s going on in the
world.

14

At the doctor,
personal doctor, I
ask them about any
concerns I have.

Clinic

Don’t know.

27

If I Google it, from
the doctor.

Google

It’s 24-hour access,
easy access.
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Table F3
Responses to Parents Vision Perceptions Questionnaire–Theme 2: Knowledge About Poor
Eyesight (Refractive Error)
Respondent

Do you
know
about any
conditions
that cause
poor
eyesight?

How do
you know
when your
child has
poor
eyesight?

8

Sometime
kids get
sick, when
their eyes
don’t work
very well
because of
a lack of
vitamins.

When they
read, they
don’t see it
very well,
they don’t
read
correctly, or
far away
they can’t
read the
signs.

14
27

No
Glaucoma,
disease – I
can’t think
of the
word.

---When they
are
squinting a
lot.

What do
you do
when you
first
suspect
your
child has
poor
eyesight?
Take my
child to the
eye doctor.

Right away,
contact the
eye doctor.

What type
of eye
diseases
(eye
problems)
do you
seek care
for your
child?
(Child’s
name) has
a bump on
her eyelid.
This year
she did
have any,
last year
she had 2.
I asked the
doctor
about that
and the
doctor
said it’s
because
she has
thick eye
lashes,
and that’s
why she
had the
bumps.
Now she
seems ok.
---Whatever
the doctor
tells me is
wrong
with them,

Where do
you seek
treatment
when
their
vision
becomes
worse?

What
would
you do if
your
child
developed
a squint?

Go to a
place for
eyesight.

What’s
that? I
don’t
know.

---I assume a
specialist.

---Take them
to the eye
doctor,
contact
eye
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I assume.

physician.

Note. Respondent 11 did not complete the survey after the first question in this theme.
Table F4
Responses to Parents Vision Perceptions Questionnaire–Theme 3: Barriers for Accessing Child
Eye Care
Respondent

Are you afraid of
anything that
stops you from
taking your child
for eye care
services?
No

What can be
done to
overcome
those
difficulties?

----

----

Healthcare
Maybe
Yes
No
coverage.
the plan
Note. Isn’t covering what is needed, they don’t qualify for it.

----

8

14
27

What barriers
are you aware
that affect your
child in
accessing eye
care?
I don’t
understand this
question.

Why?

----

----

Do you know
where to go to
receive eye
care
treatment?
Yes – she has
a doctor. She
went to a
physical
checkup, I
asked her if
she could
refer to me a
eye doctor. I
have two
daughters,
both to a
place called
eyesight.
----

----
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Table F5
Responses to Parents Vision Perceptions Questionnaire–Theme 4: Practice Toward Visual
Impairment Prevention and Treatment
Respondent

In your opinion
what actions can
you take to
prevent your
child from
having visual
impairment
(problem)?

Is there anything
else would you
like to say
regarding the
treatment and
prevention for your
child from visual
impairment
(problem)?

8

I do take care of
what they eat,
also
watching/using
phone; if they go
outside and the
sun is too bright,
I have sunglasses for them
to wear.
Sometimes they
don’t like it, but
I tell them it’s to
protect their
eyes.

For now I am okay. No
My oldest daughter
is wearing glasses
because she had a
problem a year ago.
(Child’s name) is
fine.

14

27

Do you think a
child’s
performance at
school may be
affected by poor
eyesight?

Do you think
a child’s
performance
at school may
be affected by
other eye
conditions
even if they
can see
clearly?
Um, no I don’t
think so.

------------Theme 4: Practice Toward Visual Impairment Prevention and Treatment
Limit TV time,
make sure they
are not too close
to the screen,
playing with the
phone, protect
eyes from the
sun.

No

Yes Yes

